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Foreword 


The Indo-US Symposium under NIMHANS-ADAMHA 
agreement was held in October 1987. The topic chosen was the 
development of community mental health in the two countries. 
This topic was specifically identified for the joint symposium as 
both the countries are going through a major review of the 
community mental health programmes. In USA, community 
mental health movementis nearing 25 years, since its initiation in 
1964, and there is a vast amount of experience about the various 
aspects of community mental health, specifically, issues of hospi- 
tal care, community care, involvement of families, role of para- 
professionals, have all been actively discussed. In the Indian 
situation the community mental health movement has been initi- 
ated against the background of growing needs for universal 
coverage of mental health services, currently available limited 
infrastructural facilities and trained mental health professionals. 
The National Mental Health Programme, initiated in 1982, has 
given direction to this movement. The initial experience in a 
country like India against the background of the larger experi- 
ences of USA form the backdrop to the symposium. 


The symposium also differed in its methodology of having 
one speaker each from India and USA on the same topic along 
with discussants from both the countries. The participation of a 
large number of mental health professionals from India from 
different parts of the country and their active participation in the 
discussions justified this approach in terms of relevance as wellas 
its application in India. 


The symposium which is third in the series, served the 
purpose of allowing an exchange of information amon g research- 
ers working in this field. Surprisingly the commonalities in the 
problems and approaches dominated the symposium rather than 
the differences between the two countries. We are glad that the 
key papers, discussants responses and the floor discussions are 
brought out as a monograph to be widely available to the profes- 
sional groups in India and USA. 


Dr.S.M. CHANNABASAVANNA 
Dr. FRANK SULLIVAN 
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Introduction 


Throughout history, the care and treatment of mentally ill 
persons has varied widely according to differing social attitudes 
and économic conditions. Patient needs and human rights have 
not always been the primary focus of treatment. Prior to the 17th 
century, some cultures viewed mental illness as a moral problem, 
it was treated with confinement or punishmentas for bad behavi- 
our. Between the 17th and 19th centuries the concept of insanity 
as a medically treatable problem began to gain currency. In the 
last 100 years, the organic and psychosocial bases of mental illness 
have begun to be explored more thoroughly. These shifts in 
attitude have also been reflected in the services and housing that 
mentally ill persons have received. Types of shelter have ranged 
from wandering to warehousing. Furthermore, despite social 
policies as distinct as providing lifetime asylum and deinstitu- 
tionalization, the proportions of mentally ill persons in a given 
population have seldom been reduced. Only recently have devel- 
opments in the mental health service delivery system begun to 
show promise of matching the level of care to the level of human 
need. One such development is the community mental health 
center (CMHC). 


As with other forms of mental health care, the advent of the 
CMHC movement raised hopes of progress that have only par- 
tially been fulfilled. Even so, allowing for considerable variation 
in national mental health care infrastructures, through CMHCsa 
wider range of services has been made available to a broader 
population base than ever before. Although the initial thrust of 
this innovation in service delivery has been reflected by many 
social and economic factors, a few commonly accepted goals have 
emerged from various international applications of the principles 
involved. In the United States, the general trend of shifting the 
locus of service provision away from institutions and toward the 
community is one such result. Recent modifications of this policy 
include a gradual reduction of the census of large public psychi- 
atric hospitals, and tighter restrictions on new admissions to such 
facilities. Partial hospitalization, an alternative to hospitalization 
is being tested, as well as other family and community interven- 
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tions. A careful appraisal of results from suchcurrentresearchcan 
have a beneficial impact upon the growth of organized mental 
health care in India. 


Mental health services currently available in India are of 
recent origin and limited extent. The first mental health man- 
power development initiative took place in Bangalore in 1954. As 
of today, the total number of psychiatric beds is about 20,000 or 
one per 35,000 persons. The total number of mental health profes- 
sionalsis less than 3,000 for a population of more than 850 million. 
In 1982 the National Mental Health Programme was established 
with the goal of providing universal coverage of basic mental 
health services. Formulation of community mental health pro- 
grammes is currently in progress. : 


This volume, the fourth publication derived from the joint 
NIMHANS -- ADAMHA venture, is a record of the Symposium 
on Community Mental Health. In planning the symposium, the 
organising committee kept these differences between the two. 
countries in mind. Six major areas were selected for consideration. 
These are : 

1. Mental health planning and policy development at the na- 
tional level 

2. Integration of mental health with primary health care 

3. Models utilising paraprofessional and non-professional staff: 
roles, training and ethical issues 

4. Family and social support systems in the care of mentally ill 
persons 

5. Alternative patterns of care for persons with mental illness: 
descriptive, evaluative, and emerging professional roles 

6. Mental health services for special groups 


These six topics were considered to offer a comprehensive 
overview Of state-of-the-art approaches to mental health care, in- 
cluding methodologies developed at national, local and familial 
levels. 


One special feature of this symposium was the circulation of 
the keynote papers toall registrants in advance. By this means, the 
chief discussants and other participants from both countries were 
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enabled to bring a fuller understanding to bear upon the cross- 
cultural issues. The quality of the floor discussions was also 
enhanced as a result of this pre-conference review. 


Among the many worthwhile ideas discussed at the sympo- 
sium the following points were highlights : 

1. Since the community mental health movement has emerged 
out of a complex interaction among national policies, con- 
cepts of human rights, and social needs, it is likely to remain 
the focus of future developments in service delivery. 

2. The course of such development will be greatly affected by 
national policies allocating resources, the availability of pro- 
fessionals, and by public expectations. 

3. Systematic testing of alternatives toinstitutional careis needed 
to prevent problems from arising in a new context that are 
similar to (or equally unmanageable as) those that occurred 
in the old system. 


4. Thedevelopment of acommunity mental health programme 
should be viewed as a continuing process in a multidimen- 
sional arena rather thana one-time, single-approach method. 


5. The cooperation and support of mental health professionals, 
political policy makers, the press, and the general public are 
needed to ensure that the implementation of such program- 
mes will be carried out in a satisfactory manner. 


6. Thecommunity mental health movement offers excellent op- 
portunities for mental health and related disciplines to con- 
tribute at many levels to the promotion of mental health, 
prevention of mental disorders, and care of mentally ill 
persons. 


Therefore, we hope that this monograph will delineate the 
state of the art of community mental health in the United States 
and India, and will provide some guide-lines for services and 
research development in the future. We especially hope that the 
information herein will be of use to clinicians, teachers, research- 
ers, policy makers and administrators who are working to pro- 
vide and develop services for mentally ill persons. 


Dr. R. SRINIVASA MURTHY 
Dr. BARBARA J. BURNS 
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Community Mental Health in USA 
Barbara J. fue 


The community mental health (CMH) movement in the 
United States started in the early 1960s with federal legislation au- 
thorizing funds to build community mental health centres and to 
Staff them. The major aim was to provide mental health treatment 
in the community and thus to greatly reduce the census of large 
public psychiatric hospitals located at a distance from the homes 
and families of patients. The initial legislation designated five 
basic services: outpatient, partial hospitalization, inpatient, emer- 
gency and consuitation and education. Subsequent legislation — 
added components like child, geriatric and court services. The 
early years were characterized by optimism, enthusiasm and 
idealism regarding the potential to reduce mental illness and to | 
treat the mentally ill in more humane and effective ways. The 
initial vision was to cover the country with 1,500 CMH centres 
with each one serving a geographically designated catchment 
area, with a population ranging from 125,000 to 250,000 people. 
As part of the plan, centres were to start out with federal funds 
from which they would graduate. The expectation was thatcentres 
would become self-supporting through fees covered by private 
health insurance, public health insurance (Medicaid for persons 
whose income was below the poverty line) and other sources. 


After twenty-five years of experience with community men- 
tal health, many benefits have been derived butna gging problems 
have prevented full implementation of the Original legislation. 
Some lessons have been learned from mistakes which are not 
likely to be repeated as India launches new community health 
incentives because of differences in the traditional provision of 
services in India (e.g. hospitalization of psychiatric patients in 
India is much less common than in the U.S., and family are 
_ expected to be actively involved in the care of mentally ill rela- 
tives). Hopefully it is possible in some ways to take advantage of 
lessons learned in the U.S. experience with community mental 
health. Benefits of the community mental health movement are 
reviewed first, followed by delineation of problems encountered, 
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some of which may apply to future effortsin India, others of which 
uniquely relate to the U.S. 


The community mental health centres program created a 
community-based system of menital health care ina large part of 
the country (half of the number of centres envisioned were actu- 
ally implemented). With these new centres in place, a wide range 
of mental health services became available in communities and 
rapid growth was seen in services previously unavailable, espe- 
cially partial hospitalization. These centres were more accessible 
from geographical (i.e. travel required to obtain care) and fiscal 
perspectives (initially centres were not under serious pressures to 
collect fees or other third party reimbursement). Innovative serv- 
ices like mental health consultation to schools, courts and nursing, 
homes were offered for the first time and very specialized services 
like therapeutic day schools for autistic children and acting-out ~ 
adolescents were established in some centres. The census of 
psychiatric hospitals decreased dramatically, although the out- 
come was not necessarily positive (described subsequently). The 
presence of mentally ili persons in the community, in some 
respects, helped to decrease stigma about mental illness and a 
number of such persons with the benefit of special housing and 
rehabilitation programs have become more productive and 
employed members of society. 


However, the community mental health movement has not 
accomplished all that it set out to achieve. Although more people 
are receiving treatment earlier in their illness than in the past, the 
CMH did not reduce the number of mentaily il! persons. This 
expectation may have been naive given an inadequate research 
base on the prevention of mental illness. Further, although the 
census of public psychiatric hospitais has diminished, the rate of 
admissions has increased. A pattern of repeated hospital admis- 
sions replaced prior lengthy psychiatric hospitalizations. This 
phenomena is related to two major problems. First, due to the 
requirement that centres become self-supporting, it appears that 
patients with private insurance which would cover their fees may 
have been selected over more severely mentally ill patients who 
were not employed and thus lacked private insurance. Since 
policies for mental health services under Medicaid varied greatly 
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by state, patients in the most need for mental health treatment 
were notnecessarily eligible for care in mental health centres, thus 
perpetuating the earlier pattern of care in public mental hospitals 
which did not have insurance requirements. Second, among 
centres who were committed to treating the more severely men- 
tally ill patient, resources to provide the range of services neces- 
sary to enable them to become fully functioning members of the 
community were often not available. Such services include super- 
vised housing, rehabilitation, job training programs and health 
services. Subsequent experience has taught us about the need for 
strong linkages to the service organizations which provide such 
services and the importance of a person, identified as a case 
manager, to advocate for, obtain and coordinate use of these 
services. This requires relationships with other public services at 
both organizational and client levels. As the problems of severely 
mentally ill patients have become more apparent (e.g. deinstitu- 
tionalized psychiatric patients living on the streets), many centres 
have established this group as a pnority for receipt of mental 
health services and have cut back on mental health treatment for 
the general population who were experiencing less debilitating 
conditions. 


Additional problems associated with successful implemen- 
tation of community mental healthcentres related to the sizeof the 
population base to be served and to the retention of professional 
staff. With respect to the first, a sense of community is not 
associated in the U.S. with a population base of over 200,000 
people. The idea of defending community mental health in health 
service areas of about 15,000 people seems far more reasonable. 
Limited efforts in the U.S. using satellite clinics in neighbourhood 
health centres was successful. The difficulty in keeping qualified 
professionals (especially psychiatrists and psychologists) em- 
ployed in community mental health centres seems to be related to 
frustrationin trying toaccomplish very difficult clinical mandates 
without adequate resources while competing professional oppor- 
tunities in the private sector offered higher incomes. 


in conclusion, although the community mental health move- 
mentin the U.S. has significantly enhanced and expanded mental 
health services, the deficits are largely in the provision of ade- 
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quate care for severely mentally ill persons who lack the resources 
necessary to pay for their care. In this vein, there may be a few 
implications for India as community mental health becomes a 
national policy. However, given prior mental health policies in 
India, the following considerations may not be issues for India, 
butmay apply more to future U.S. efforts. Guidelines for develop- 
ing relevant directions for community mental health include : 


1) Clearly identify priority populations for treatment up front; 


2) Long term (permanent) public funding is necessary if the pri- 
ority population is severely impaired and chronically ill; 


3) Community based mental health services require strong link- 
ages to other public sector services like housing, rehabilita- 
tion and health; — 


& 


= 


A staff person needs to be identified asa primary provider or 
case manager to coordinate services; | 


5 


aw 


Services are best organized to meet the needs of small popu- 
lation bases which define a community and through health 
service organizations (e.g. a health centre) withasmallenough 
geographical and population base that it is possible to moni- 
tor and respond to patient needs. 


Incentives are needed to keep providers in publically sup- 
ported community care, either professional or financial rewards; 
this needs to be considered early in the development of commu- 
nity mental health services. — 


Community Mental Health in India 


R. Srinivasa Murthy 


India has been progressively developing basic health serv- 
ices infrastructures since Independence. The overall goal, as out- 
lined by Mrs. Indira Gandhi in May 1981, while addressing the 
World Health Assembly, has been “In India we should like to go 
to homes instead of large numbers gravitating towards central- 
ised hospitals. Services must begin where people are and where 
problems arise”. The growth of general health services has shifted 
from vertical programmes of the 1950’s to an integrated health 
service since 1970's. The current plans are to set up one subcentre 
for every’ 5000 population with one male and female health 
worker, one primary health centre for every 30,000 population. 
The health workers and health centres would be providing com- 
prehensive preventive, promotive and curative services. It is 
against this background of developing health policy in the coun- 
try, the formulation of the National Mental Health Programme for 
India (NMHP) (1982) and its implementation has to be viewed. 

Before Independence, there were noclear plans for the care of 
the mentally ill persons. The approach was largely to build 
_ ‘asylums’ which were custodial rather than therapeutic. Around 
__ the time of Independence, the situation in regard to mental health 
services is best presented in the recommendation of the Bhore 
Committee (1946). 


“Even if the population of mental patients be taken as 2 per 
thousand population in India, hospital accommodation should be 
available for at least 8,00,000 patients as against the existing 
provision for a little over 10,000 beds for the country as a whole. 
In India, the existing number of mental hospital bedsis in the ratio 
of one bed to about 40,000 of population, while in England, the 
corresponding ratio is approxi mately one bed to 300 population.” 

The situation in 1987, more than 40 years later is not very 
different, though the mental hospital beds are increased to 20,000, 
the bed population ratio remains the same due to concurrent 
increase in the population and the mental hospitals are increased 
from 17 to 41. 
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However, thedevelopments of last four decades, since Indian 
Independence in 1947, in the area of planning and research im 
delivery of mental health services in India stand out asa period of | 
immense activity. The scenario has changed from a few isolated 
efforts to establish the magnitude of the problem in the early 
1960’s to one of active efforts to reach beyond the confines of 
traditional psychiatry during the 1980's. 

The importance of mental health m the public health pro- 
grammes was modest in the firsttwo decades. If we can look back 
to the mid 1940’siLe., to the Bhore Committee, it is noted that Col, 
M. Tayior’s report called for improvement of 17 mental hospitals 
and starting of 7 new institutions in the next ten years. Inaddition, 
the need for training of medical and ancillary mental health 
personnel was emphasized. A visible result in the next decade 
(1950’s) was the setting up of All India Institute of Mental Health 
at Bangalore for the training of psychiatrists, psychologists and 
psychiatric nurses. The situation when reviewed by Mudaliar 
Committee in 1962 was not more hopeful. The Mudaliar Commut- 
tee envisaged in the next ten years psychiatric units at all district 
hospitals. Though it is 25 years since this recommendation was 
made, majority of district hospitals in the country Gwith the 
exception of Kerala, Karnataka and Tamilnadu) do not have such 
units. The failures in meeting the targets have been noted even in 
setting up departments of psychiatry at Medical colleges. | 

The decade of 1970's was marked by active thinking in this 
area. Concern for organising mental health services was ©&c 
pressed in national and regional forums. Notable among these are 
the Indian Psychiatric Society seminars/ workshops at Madurai 
(1971), Trivandrum (i975) and Nagpur (1976). The WHO-SEARQ, - 
New Delhi, organised a number of meetings to consider this issue 
(1961, 1971, 1972, 1973). Another reflection of the concern was 
expressed as the choice of this area as the subject matter of 4 of the 
Presidential Addresses (Bagadia, 1971; Jayaraman, 1972; Vidya 
Sagar, 1973; Deb Sikdar, 1974). All these efforts raised hopes of 
possible breakthrough in this area and development of mental 
health activities at the national level. 

Of the concerns expressed and suggestions made two views 
that emerged was the recognition by one and all that trained pro- 
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fessionals alone will be inadequate to meet the needs for a long 
time to come as well as to develop services beyond mental health 
institutions. This was expressed clearly ina number of ways. Two 
examples will illustrate these view points: 


“Even if almost all the five year plan efforts in the field of 
health were only geared to increasing the number of psychiatric 
doctors, if would be impossible to provide an adequate number of 
hospital beds and mental specialists even in the next 50-100 years; 
even if the training facilities in the country are doubled and 
trebled, which is not easy, it could still require nearly 100 years to 
brovide an adequate number of psychiatrists for working in the 
curative field” (IPS, 1964). 


“One of the most important elements in the supply of health 
care in India is the primary health centre. Upto now PHChave not 
been developed to their full potential, but as trained staff and 
supplies become available, they will become increasingly impor- 
tantelementsin the delivery of health care, and assoonas possible 
the opportunity should be taken to provide mental health care at 
and from these centres, through the multidisciplinary team and 
by the use of other available Staff, such as government medical 
officers, nurses, family planning workers and basic health work- 
ers, who have undergone suitable training (SEARO 1971).” 


It is significant to note that ina number of centres around the 
country efforts were directed in the second half of 1970's to 
exarnine these suggestions. 


Earlier the controversy regarding the magnitude of mental 
illness (‘Are thereenough mentally illin the rural and urban areas 
in India?’) was satisfactorily answered. The pioneering studies of 
Dube from Agra (1970), Sethiet al from Lucknow (1968, 1970, 1972, 
1974), Verghese et al, from Vellore (1973)), Kapur and Carstairs 
from Koia (1973), Nandi et al from West Bengal (1975) dispelled 
the doubts fully. It is important to recognise that availability of 
this data has been significant towards increasing awareness of the 
needs for services. However, the hopes for launching of service 
_ delivery programmes based on these epidemiological studies did 
not emerge to the fullest extent possible. It would have been 
appropriate if each of these studies had gone on to become the 
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focus of such an effort to develop alternative models. The failure 
in this regard is due to complex problems of limited resources, 
trained manpower and inadequate long-term planning. 

The next important phase of development of mental health 
services subsequent to mental hospital phase, was the setting up 
of general hospital psychiatric units (GHPUs). This has been a 
slow and silent change which brought about a qualitative change 
in the whole approach to psychiatric treatment in the last two 
decades. Though such units for mentally ill persons were started 
as early as 1933, major spurt came in the 1960's. Interestingly this 
period also coincides with the building of the last mental hospital 
in the country in 1966. 

The GHPU provided a big push for the greater acceptance of 
psychiatric services by the public without fear of social stigma. 
These units have brought a change in the mental health training 
of professionals and research. In the last three decades more and 
more centres have come up all over the country. Most of them are 
30-50 bed units. As of now there are about 3,000 beds under this 
facility in different parts of the country. It is estimated that 75 
percent of the research work done comes from professionals 
working in these units. An extension of these units has been the 
setting up of district hospital psychiatric units. The work has been 
taken up systematically in at least two states, namely Kerala and 
- Tamil Nadu and at present there is a psychiatrist in each district 
in these two states. | 


The next phase of development of mental health services has 
been the community care approach. The impetus for this ap- 
proach has come from the following sources : 
(i) The commitment of the country to provide health services to 
alles. : 
(ii) The Alma Ata Declaration of Primary Health Care; 
(iii) The existence ofa large infrastructure of general health serv- 
ices (PHC system); . 
(iv) Theapproach to utilise multipurpose workers and rural doc- 
tors to provide health care to rural people, and 
(v) The realisation of the magnitude of severe mental disorders 
in the community (at least 1%) and availability of simple 
interventions for these conditions. 
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(vi) Experiences of community mental health care at Bangalore 
and Chandigarh centres. 


Twocentres who took up community mental health work, in 
1975, were Bangalore and Chandigarh. Both these centres exam- 
ined the feasibility of including mental health care as part of 
general health services. The results indicated clearly that the 
mental health needs of the community are significant. It was 
further shown that it is possible to develop simple training mate- 
rial to suit the needs of PHC personnel and to train them to carry 
out a limited range of tasks to benefit the mentally ill in the rural 
areas. These initial efforts have been taken up in other centres. 
Notableamong themare Baroda, Calcutta, Hyderabad, Lucknow, 
Jaipur, Patiala, Delhi and Vellore. 


With regard to mental health manpower and training facili- 
ties, at the time of independence, there were only a handful of psy- 
chiatrists and no recognised facility for training of psychiatrists in 
the country. The first effort was the setting up of AIIMH, Banga- 
lore in 1954. From January 1955, Diploma in Psychological Medi- 
cine was started. At present about three dozen centres are provid- 
ing training for D.P.M. and M.D. Courses. It is estimated that over 
150 psychiatrists qualify annually. Currently there are about 1,500 
psychiatrists in the country. 


Training of Clinical psychologists is available at Ranchi, 
Bihar and Bangalore. About 400-500 clinical psychologists are 
working in the country. The annual capacity for training is about 
two dozen. Training of psychiatric social workers is currently 
going on only at Bangalore and annually a dozen professionalsare 
trained. Training of psychiatric nurses is available both at Banga- 
lore and Ranchi which offer a diploma course of 10 months. Both 
at Delhi and Chandigarh a two year (M.Sc.) postgraduate course 
in psychiatric nursing is available. The total number of psychiatric 

nurses in the country is estimated to be 500. 


Thus, the approaches to development of services has been a 
_ Yapid transition from mental hospitals to GHPUs and to Commu- 
nity Care. The culmination of all these developments has been the 
National Mental Health Programme (1982) which outlines an 
approach for basic mental health care to all in the near future. 
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The National Mental Health Programme (NMHP) is the 
outcome of the developments in providing mental! health care by 
different methods as well as the overall goals of health care in 
general. The first concerted effort to formulate a national pro- 
gramme was made in July 1981. Over 70 mental health and related 
professionals met at New Delhiand reviewed the needsin the area 
of mental health and the possible approaches. A result of this 
workshop wasa draft NMHP for further consideration. On August 
2, 1982 a small group of experts met to consider the revised 
document and finalise the same. This document was presented to 
the Central Council of Health and Family Welfare in its meeting 
on 18-20 August 1982. This body, highest policy making body for 
health, recommended NMHP for implementation. 


The objectives of the programme are : 

(i) To ensure availability and accessibility of minimum mental 
health care for ail, in the foreseeable future, particularly to 
the most vulnerable and underprivileged sections of popu- 
lation. 


(ii) To encourage application of mental health knowledge in 
general health care and in social development. 


(iii) To promote community participation in the mental health 
services development and to stimulate efforts towards self 
help in the community. | 


The specific approaches suggested for implementation of the 
NMHP are: 1) Diffusion of mental health skills to the periphery 
of the health service system. 2) Appropriate appointment of tasks 
in mental health care. 3) Equitable and balanced territorial distri- 
bution of resources. 4) Integration of basic mental health care into 
general heaith services, and 5) Linkage to community develop- 
ment. 


The Central Council of Healthand Family Welfare (1982) rec- 
ommended that : 


(i) Mental health must form an integral part of the total health 
programme and as such should be included in all National 


Policiesand Programmesin the field of health educationand 
social welfare. 


Community Mental Health in India 13 


(ii) Realising the importance of mental health in the course 
curriculum for various levels of health professionals, suit- 
able action should be taken in consultation with the appro- 
priate authorities to strengthen the mental health education 
components. The planned approach is to integrate mental 
health services with existing general health services. 


Following the formulation of NMHP, the first opportunity to 
develop a plan of action was provided by the 7th Five Year Plan 
starting from 1985. A working group, as part of the overall 
subcommittee on Non-communicable Diseases was set up to 
develop specific plans for implementation in 1983. The next 
development followed the plan allocation of Rs. 100 lakhs for 
NMHP for the plan period. A committee under the chairmanship 
of Dr. G.N. Narayana Reddy, Director, NIMHANS, Bangalore, 
was constituted on 16.1.1986 to draw up an appropriate pro- 
gramme to be taken up during the plan period. The committee 
held its meeting at Bangalore and Delhiand submitted its plan for 
implementation of NMHP. This included the pattern of assistance 
to be provided and the details of the activities to be undertaken in 
the plan period. The salient features are : 

(1) Programme of community mental health at primary health 

care level in states/union territories. 

(2) Setting up of regional centres for community mental health. 

(3) Formation of National Advisory Group on Mental Health. 

(4) Task force on mental hospitals. 

(5) Prevention of mental illness and promotion of mental health. 

(6) Integration of multipurpose training schools in NMHP. 

(7) Involvement of voluntary agencies in mental health. 

(8) Mental health education for undergraduates 

(9) Evaluation of the community mental health programme 
(10) Preparation of manuals and records. 


An outcome of the above recommendations is the Govt. of 
India order dated 22nd September 1987 outlining the pattern of 
assistance for NMHP during the 7th Five Year Plan period. 


The first five years efforts since formulation of the NMHP 
have been directed at - 
(1) Sensitization and involvement of state level planners and 
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administrators by small group workshops and state level 

programmes. 

Workshops for mental health professionals namely, psy- 

chiatrists, clinical psychologists, psychiatric social workers 

‘and nurses. 

(3) Workshops for voluntary agencies. 

(4) Training programmesin public mental health for programme 
managers of four weeks duration for about 100 persons from 
different parts of the country. 

(5) State level workshops for the personnel of health director- 
ates and secretariats. | 

(6) Evaluation of the level of care provided by trained PHC 
personnel. 

(7) Development of a Model District Mental Health Programme. 

(8) Training programmes for teachers of basic health workers. 

(9) Preparation of support material in the form of manuals, rec- 
ords, health education materials. | 

(10) Training programmes for teachers of undergraduate medi- 
cal education. 
(11) Workshops for Superintendents of Mental Hospitals and 
training for the staff of the Mental Hospitals. 


(2 


dl 


In addition, during this period the Centre for Advanced 
Research for Community Mental Health was set up (1984-1990) 
for longitudinal research in this area, at NIMHANS, Bangalore. 


The National Mental Health Programme for India (1982) and 
its implementation can be considered against the larger health 
service organisation. The cardinal points of health organisation 
are decentralisation, to provide services close to the population 
and integration of services. Integration means both a coordinated 
service and total health coverage. The need for mental health care 
- promotive, preventive and curative - has become well recogni- 
sed. The NMHP has provided the framework for mental health 
care in the country. The initial years have developed mechanisms 
to involve the planners, politicians, public and professionals in 
NMHP. The most significant achievements are the developments 
of models of care suitable for 1,00,000 to 1.5 million populations. 
The coming years should result in greatest coverage of the pro- 
gramme throughout the country. 


Mental Health Planning and 
Policy Development at National level 


G.N. Narayana Reddy 


Introduction 

Policy science is anew emerging discipline. About three 
decades ago Lassell' coined the term ‘policy sciences’. He stressed 
that the policy scientist strives for a level of creativity which can 
deal with the challenges facing mankind. It may not be possible to 
emphatically state that policy decisions holds relevance for the 
community at large. It has wider implications, on a longer time 
frame. “One characteristic of policy making is its complexity and 
apparent disorder”. The development of a policy is necessary for 
all countries and states. Policies must be relevant to the circum- 
stances, whether political, social, economical or other aspects and 
be necessarily relevant to the changing trends of the country or the 
State. 


India differs from many other developing countries, as it had 
a flourishing scientific tradition in the ancient and medieval 
period. The contributions of Charaka and Sushrutha in the field of 
health were important landmarks. However, the development of 
modern sciences in India is not a mere extension of this earlier 
tradition. The present growth is an implant by the British in a 
language which is alien to the Indian people. In this way, modern 
sciences in India constitutes a break from historical antecedents. 


The quality of policy making has much to do with the stage at 
which the particular society has reached in the scale of progress, 
public awareness of its rights, the scientific advancements, the 
technical skills developed, the existing or changing value systems 
and the opinion of the people. This calls for the judicious utilisa- 
tion of scarce resources, availabie manpower and simplified 
technical skills to suit the local needs. The process of policy 
making brings into focus the need for enhancing the capabilities 
to explore, identify and choose the best possible alternative out of 
the given options or what policy scientists, usually refer to as 'ap- 
proximation of optimality’. It is for this need of achieving the 
maximum benefits that a national policy is needed. 
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Policy making is often confused with developing plan pro- 
grammes. Policy aims at formulating clear and relevant objec- 
tives, planning connotes specific quantitative targets within the 
framework of policy objectives. Therefore, planning and develop- 
ment, should be preceded by framing of policy for a state or a 
nation. The impact of policy decision on the various aspects of life 
in India is illustrated by the agricultural policy which resulted in 
diversion of resources to appropriate sectorslike irrigation, power 
generation, institutional credit, price support, fertilisers produc- 
tion and education to the farmers’. All these resulted in a phe- 
nomenal increase in the food grain production from 50 million 
tonnes in 1950 to more than 150 million tonnes in 1985. Policy 
guidelines reflect not only the concerns of the people and govern- 
mentbutalsoindicates the direction of developmentand progress. 


Development of Health Policy in India 

Efforts to develop a National Policy on Health dates back to the 
pre-independence period. Historically, the first committee to 
study and evolvea policy and plan of action is the Constitution of 
sub-committee of National Health constituted by the National 
Planning Committee under the Chairmanship of Jawaharlal Nehru 
in 1938. The sub-committee was headed by Col. S.S. Sokhey. The 
interim report of this sub-committee was presented on August 30, 
1940 and was published in 1948 (4). While these reports were 
under publication, the next most important development in India 
was the constitution of Health Survey and Development Commit- 
tee in 1943 under the Chairmanship of Sir Joseph Bhore. Subse- 
quent developments in the field of health has been based mainly 
on this document’. | 


When the Democratic Republic of India came into existence, 
the constitution envisaged the establishment of new social order 
based on equality, freedom, justice and dignity of the individual. 
Elimination of ill health, improvement of public health and assur- 
ance of general health for all men and women are some of the 
important aims of the Constitution. After Independence, India 
initiated a planning process through successive Five Year Plans. 
Comprehensive health programmes during the First five year 
plan phase (1951-56) and subsequent expansion of health and 
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_ family planning in the Second five year plan (1957-1962) paved 
the way for systematic health planning in India. In addition, the 
developments in this field were influenced by the reports of 
various Committees especially the one headed by Dr. A.L. Mu- 
daliar in 19595 and the other headed by Srivastava in 1974°. Sub- 
Sequently during the Sixth plan period emphasis was on public 
health and eradication of communicable diseases. Emphasis was 
to provide safe drinking water in the villages, improvement of 
environment and sanitation and high priority to family planning. 
At present smallpox has been eradicated. Plague is no longer a 
problem, mortality from cholera and related diseases has de- 
creased and malaria has been controlled toa considerable extent. 

In spite of this, however, the present demographic and health 
picture of this country is still far from satisfactory. Many commu- 
nicable and non-communicable diseases have still to be contained 
and if possible, eradicated. However, the current situation is far 
from satisfactory as described in the National Health Policy 
(1983)’ as follows: pee | 3 


_ “The existing situation has been largely engendered by the 
almost wholesale adoption of health manpower development 
policies and the establishment of curative centres based on the 
Western models, which are inappropriate and irrelevant to the 
_ real needs of our peopie and the socio-economic conditions ob- 

taining in the country. The hospital based disease and cure- 
oriented approach towards the establishment of medical services 
has provided benefits to the upper crust of society, specially those 
residing in the urban area. The proliferation of this approach has 
been at the cost of providing comprehensive primary health care 
services to the entire population, whether residing in the urban or 
the rural areas. Furthermore, the continued high emphasis on the 
curative approach has led to the neglect of the preventive, promo- 
tive, public health and rehabilitative aspects of health care. The 
existing approach, instead of improving awareness and building 
up self-reliance, has tended to enhance dependency and weaken 
the community's capacity to cope with its problems. The prevail- 
ing policies in regard to the education and training of medical and 
health personnel, of various levels, has resulted in the develop- 
ment of a cultural gap between the people and the personnel 
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providing care. The various health programmes, have by and 
large, failed to involve individuals and families in establishing 
self-reliant community. Also, over the years, the planning process — 
has become largely oblivious of the fact that the ultimate goal of 
achieving a satisfactory health status for all our people cannot be 
secured without involving the community in the identification of 
their health needs and priorities as well as in the implementation 
and managementof the various health and related programmes”. 


Itisa similar ground reality with regard to healthcare that was 
analysed and emphasised by the Srivastava Committee a decade 
earlier*. This report resulted in the launching of the programme of 
Community Health Workers Scheme in 1977. It is interesting to 
note that, this concept was stressed as early as 1940 by the National 
Committee as follows : 


“aS a minimum step in order to meet the special conditions 
prevailing in India, we recommend the training of large number 
of health workers. These health workers should be given elemen- 
tary training in practical community and personal hygiene, first- 
aid and simple medical treatment, stress being laid on social 
aspects and implication of medical and public health. There 
should be one health worker for every 1000 of the population and 
this probably should be attained within 5 years. Selected health 
workers should be given further training at suitable intervals, so 
that they might be better trained for this service. There should 
ultimately be one qualified medical man or woman for 1000 of 
population and one bed for every 600 of population. Within the 
next ten years, the objective aimed at should be one medical man — 
or woman for every 3000 population and bed for 1500 popula- ~ 
tion”*. 

[t was also around 1977 that there was a shift of emphasis in — 
community health care. It was realized that the community par- — 
ticipation isa critical issue which determines the successof health — 
policies. Community participation, involves not only thecoopera- _ 
tion of the community with the medical and paramedical staff in } 
the implementation health programmes, but it also emphasizes — 
the financial involvement of the community in meeting its health — 
needs. It is important to note that the Alma Ata Deciaration® — 


a 
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makesitclear that primary health care must be made “universally 
accessible to individuals and families in the community through 
their full participation and at a cost that the community and the 
country can afford to maintain at every state of the development 
in the spirit of self-reliance and self determination”. There is a 
tendency on the part of the people in general, to demand free 
medical service, free supply of drugs etc. This tendency is further 
accentuated by the political processes wherein Starting new hos- 
pitals in rural areas become a fashionable election promise. In 
short, it is taken for granted that the way to achieve better health 
is to create more and more free hospitals and supply free drugs. 
This is contrary to the Alma Ata Declaration : “the community 
must perceive health as one of its major concerns and not relegate 
it to governmental efforts alone”,*. Recent analysis has clearly 
indicated that even many hospitals and muchof manpower in the 
goal of Health for All will be difficult to achieve. As Naik’ has said 
‘there is no point in adopting a target from Western countries and 
Saying that we must have one hospital bed for so many people. 
This is not an indicaior of health at all. Let us not forget that drugs 
and doctors are mere palliatives and not solutions tothe problems 
of health, just as armaments and armies are not solutions to the 
problem of peace”. 


The process of health policy in the first 35 years of 

independent India (1947-1982) has three important phases namely: 

(i) Phase of vertical programmes for tuberculosis, malaria, lep- 
rosy, small pox etc., (1947-1971 ), 


(ii) Phase of integration of peripheral units from unipurpose to 
multipurpose functionaries (1972-1977), 


(iii) Phase of active efforts to involve the community through 
community health guides and related activities. (1977) 


Against this background the National Health Policy of Gov- 
ernment of India formulated in 1983” becomes important. 


National Health Policy, Government of India (1983) 

Having committed to attain the goal of “Health for all by the 
year 2000 AD”, Government of India has realised the urgent need 
for a thorough reconsideration of the existing approaches to 
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education and training of medical and health personnel, and the 
reorganisation of health services through restructuring. The state- 
ment of health policy has been evolved and approved by the 
Parliament in 1983. The health policy consists of a total approach 
and recognises the importance of a variety of inputs into health. 
There is need for the integration of all plans for health and human 
development with the overall national, social and economic 
development process. Specifically there have to be in the health 
related sectors such as rural development, education, social wel- 
fare, housing, water supply and sanitation and prevention of food . 
adulteration. The National Health Policy stresses the importance 
of a integrated planning framework which seeks to provide 
universal, comprehensive primary health care services relevant to 
the actual needs and priorities of the community at a cost which 
the people can afford, ensuring that the planning and implemen- 
tation of the various health programmes is through the organised 
- involvement and participation of the community. Keeping these 
considerations, the National Health Policy has a number of broad 
approaches : ; . 


1. To provide, in phases, time-bound programmes for a well 
dispersed network of comprehensive primary health care 
services, integrally linked with the extension and health ap- 
proaches which take into account the fact that large majority 
of health functions can be effectively handled and resolved 
by the people themselves, with the organised support of 
volunteers, auxiliaries, paramedicals and adequately trained 
multipurpose workers of various grades of skill and compe- 
tence of both sexes. There are a large number of private, 
voluntary organisations active in the health field, all over the | 
country. Their services and support would require to be 
utilised and intermeshed with the government efforts in an 

integrated manner. 


2. To be effective, the establishment of the primary health care 
approach would involve large scale transfer of knowledge, 
simple skills and technologies to health volunteers, selected 
by the communities and enjoying their confidence. The func- 
tioning of the frontline workers selected by the community 
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would require to be related to definitive action plans for the 
translation of medical and health knowledge into practical 
action, involving the use of simple and inexpensive interven- 
tions which can be readily implemented by persons who 
have undergone short periods of training. The quality of 
training of these health guides/ workers would be of crucial 
importance to the success of this approach. 


3. The success of the decentralised primary health care system, 
would depend vitally on the organised building up of indi- 
vidual self-reliance and effective community participation, 
on the provision of organised back-up support of the secon- 
dary and tertiary levels of the health care services and provi- 
sion of adequate logistical and technical assistance. 


4. The decentralisation of services would require the establish- 
ment of a well worked out referral system to provide ade- 
quate expertise of the various levels of the organisational set 
up nearest to the community, depending upon the actual 
needs and problems of the area. thus, this will ensure against 
the continuation of the existing rush towards the curative 
centres in the urban areas. The effective establishment of the 
referral system would also ensure the optimal utilisation of 

_ expertise at the higher levels of the hierarchial structure. This 
approach would not only lead to the progressive improve- 
ment of comprehensive health care services at the primary 

level but also provide for timely attention being available to 
those in need of urgent specialist care, whether they live in 
rural or in urban areas. 


5. Special, well coordinated programmes should be launched to 
provide mental health care as well as medical care and also 
the physical and social rehabilitation of those who are men- 
tally retarded, deaf, dumb, blind, physically disabled, infirm 
and the aged. Also, suitable organised programmes would 
require to be launched to ensure against the prevention of 
various disabilities. 

In summary, the National Health Policy outlines approaches 
to provide primary health care with special emphasis on the 
preventive, promotive and rehabilitative aspects by : 


24 G.N. Narayana Reddy 


(i) comprehensive network of PHC services, (ii) transfer of 
knowledge, simple skills and technologies to health volun- 
teers, (iii) building up of individual self-reliance and effective 
community participation, (iv) organisation of domicillary 
services, (v) provision of services in an integrated manner, 
(vi) well functioning referral system, (vii) encouragement to 
private medical personnel establishments, (viii) specialised 
services centres (ix) special programmes for mental health 
care and care of the handicapped persons, and (x) active 
involvement of voluntary agencies. 


Mental Health Care in India 

During the past four to five decades, organisation of mental — 
health services has seen rapid changes in keeping with the trends 
of general health policy. The Bhore Committee (1946) recom- 
mended the importance of manpower development in the field of 
mental health. It is this recommendation, that made the Govt. of 
India establish the “All India Institute of Mental Health” in 1954, 
at Bangalore. This is the first centre where postgraduate training 
in psychiatry, clinical psychology and psychiatric nursing was 
started. The Bhore Committee also recommended : (a) the creation 
of mental health organisation as part of the establishment under 
the Director General of health services at the centre and at the 
provincial Directors of Health services, (b) Improvement of the 
existing 17 mental hospitals and the establishment of five new 
institutions in the first five years and five more in the next five 
years, (c) Provision of facilities for training in mental health work 
for medical men in India and abroad and for ancillary personnel 
in India. 


As a follow up, the Mudaliar Committee (1962)? made the 
following recommendations on mental health : 


a) General: In the preventive field there should be (i) provision 
of mental health services at pre-primary and secondary schools 
by the employment of not only of psychiatrists and psychiat- 
ric social workers but also of school counsellors among the 
teachers who have undergone intensive training should be 
able to deal with, (ii) marital guidance and (ili) psychiatric 
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clinics in all teaching and other major district hospitals. In the 
curative field : (i) in-patient and outpatient departments at 
lay hospitals; (ii) independent psychiatric clinics and 
(ili) institution for mental defectives were stressed. 


b) Training : There is need for (i) training of mental health per- 
sonnel, (ii) orientation in mental hygiene of such professional 
groups as pediatricians, school teachers, nurses and admin- 
istrators (iii) orientation in mental health for all medical and 
health personnel, (iv) meeting the acute shortage of psychia- 
trists, clinical psychologists and psychiatric nurses by devel- 
oping the Ranchi Mental Hospital into a full fledged training 
institution in addition to All India Institute of Mental Health, 
Bangalore and (v) arranging that ultimately each region, if 
not each state, become self-sufficient in the matter of training 
its total requirement of mental health personnel. 


~—— 


c) Research : This is needed in such subjects as (i) causes of 
mental diseases and disorders, (ii) factors which promote 
mental health; (iii) personal and educational problems of 
children (iv) the genesis of unhealthy parent-child relation- 
ships (v) in association with the practitioners of indigenous 
medicine, research into the treatment of mental illness by 
ancient methods (vi) possibilities of integrating psychiatric 
teaching into medical curriculum; (vii) malnutrition and 
(vii) suicide and crime. 


Recommendations of Srivastava Committee (1974) 

The purpose of this committee was to suggest policy ap- 
proaches to achieve better health care in the cou ntry. One of the 
most important recommendations of this committee was to de- 
velop community health volunteers scheme. As partofthisscheme, 
community health volunteers have been recommended an inten- 
sive training of 3 months whichincludes the component of mental 
health. One of the 12 chapters in the manual of the community 
health volunteers is devoted to recognition and management of 
mental health emergencies and other problems. 


Development of Mental Health Services 
Historically, India has given importance to mental health. In 
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ayurvedic system, mental health was an integrated component of 
general health. There is also evidence to show that Ayurvedic 
system had potent tranquiliser - reserpine for the management of 
these illnesses for centuries before its discovery and application 
by modern medicine in 1940's. Ancient literature indicates that 
health included physical, mental and social well being, and con- 
tain many profound insights into human psychology and mental 
health. ee 


Establishment of hospitals was one of the important social 
functions of the ancient rulers. This can be seen from 200 BC 
onwards from the time of Ashoka the Great. Many monarches of 
repute established hospitals in their kingdom, and businessmen, 
nobles and landlords vied with one another to open new institu- 
tions and left sufficient endowments for their upkeep and main- 
tenance. In the latter part of 19th century, attempts were noted to 
segregate the mentally ill persons. The first lunatic asylum was 
built at Bombay in 1745. The second asylum was established in 
Calcutta in 1787. These asylums were mainly custodial institu- 
tions where patients in large numbers were housed together and 
no humane approach was adopted for their care and treatment. It 
is later, in the latter part of 19th century that the mental hospital 
concept was introduced. 7 


The next most important and significant step is the develop- 
ment of mental health care in the General Hospital Psychiatric 
Units (GHPU)”. Wig recognises this “as an important change in 
the field of psychiatry”. This change started as early as 1930's. In _ 
this initial phase, mental health care was provided in collabora- 
tion with the neurology department and such facilities were 
named as Neuropsychiatric Clinics. This approach was gradually 
expanded and itinitiated a complete change in the outlook of both 
the professionals as well as the public. This approach is advanta- 
geous in many ways. (i) they are situated in the community and 
are more acceptable and easily approachable, (ii) families can 
easily visit and relatives can stay with the disturbed patients, (ili) 
there is no stigma of mental hospitals, (iv) there are no legal 
restrictions on admission or treatment, (v) proximity to other 
medical facilities ensure through physical investigations and 
early detections of associated physical problems. 
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Because of limited patient facilities in general hospitals, this 
approach gave impetus toambulatory care and in many ways was 
responsible for breaking the myth that mental illnesses can be 
managed only in custodial mental hospitals. Wig summarised the 
importance of this approach as follows : “With the coming of 
general hospital psychiatric units, psychiatry has come of age in 
India. It has broken the walls of hospital based psychiatry, to 
become a larger community based mental health movement. As 
today's general hospital psychiatrist is a far cry from mental 
_ hospital alienist of hundred yearsago, similarly tomorrow's mental 
health professional will be considerably different form today's 
psychiatrist. Perhaps a part of old psychiatry must die if new 
mental health movement has to succeed. The old leaves must fall 
off,ifnew flowers have to bloom. Time appears ripe for evaluation 
and changes to meet the future needs”. 


Mental Health Manpower Development | 

India did not have any training programme for mental health 
professionals before Independence in 1947. The recommenda- 
tions of the Bhore Committee (1946) led to the establishment of the 
first training institute at Bangalore by the Govt. of India with the 
collaboration of the existing state mental hospital. Thus the All 
India Institute of Mental Health was established in 1954. Initially 
_ diploma courses were started in psychiatry, clinical psychology 
and nursing, later other postgraduate degrees were also intro- 
duced. M.Phil in Psychiatric Social Work was initiated in 1968, 
MD in Psychiatry in 1966, Ph.D in Mental health and Neuros- 
ciences in 1966 and Ph.D. in Clinical Psychology". 


The growth of postgraduate training centres in India has been 
dramatic in the last 15 years. From a handful of centres in early 
1970's, currently, there are nearly 40 centres offering postgraduate 
courses in psychiatry. About 150 psychiatirists are trained 
annually. 


However the development of facilities for training non-medi- 
cal mental health professionals has not been satisfactory. Cur- 
rently there are only two centres for training of clinical psycholo- 
‘gists at Ranchi and Bangalore. The training facilities for psychiat- 
ric social work exist only in Bangalore. There are no specialised 
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training facilities in the areas of child psychiatry or other speciali- 
ties. The currently available mental health manpower is estimated 
to be about 1500 psychiatrists, about 600 clinical psychologists, 
400 psychiatric social workers and 750 psychiatric nurses. 


The Role of Professionals in Shaping Policy 

The Indian Psychiatric Society (IPS), the Indian Association of 
Clinical Psychologists (IACP), The Indian Association of Psychi- 
atric Social Workers (IAPSW), the professional bodies of psychia- 
trists, clinical psychologists and psychiatric social workers have 
been playing an important role in shaping the policies of mental 
health. One of the important steps that was inititated by the IPS 
was the revision of the Indian Lunacy Act of 1912. The Superinten- 
dent of Mental hospitals in their conference” discussed the draft 
mental health bill as early as 1960. At the same time the impor- 
tance of training of undergraduates of medicine was alsostressed. 
The urgent need of improving and modernising the existing 
buildings of mental hospital and the introduction of modern 
methods of treatment with investigative facilities in those institu- 
tions has been stressed repeatedly. It was also recommended to 
have an Adviser in mental health for Govt. of India in the Ministry 
of Health and similar Mental Health Advisers in all the States. 


The standing committee on public education in mental health 
of IPS (1964) noted in its report : “Even if almost all the five year 
plan efforts in the field of health were geared to increase the 
number of psychiatric doctors, it would be impossible to provide 
an adequate number of hospital beds and mental specialists in the 
next 50-100 years ....evenif the training facilities in the country are 
doubled and tripled, which is not easy, it could still require 100 
years to provide an adequate number of psychiatrists for working 
in the curative field”. The committee highlighted the importance 
of incorporating mental health with public health. The task of 
public health workers should include not only identification of 
mental illness, but also to initiate first level care. He/she should 
also function as a useful link between psychiatrists and the 
community. The involvement of psychiatric hospital staff in the 
community welfare activities like parent-teacher activities, social 
welfare activities was also stressed. 
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Mental health professional of India, also initiated research 
efforts to systematically examine various aspects of mental health 
care by thecommunity. The most notable of these are the epidemi- 
ological studies from 1964-1980," "16.17.18 which established the 
magnitude and nature of mental health problems in the commu- 
nity; research into the course and outcome of mental disor- 
ders” treatment effectiveness of various methods from tradi- 
tional medicines, psychotherapy to various methods”." 22, phe- 
nomenology of mental disorders in children, adults and elde- 
rly*™ development of culturally relevant psychometric tools,”>® 
and innovative models of mental health care with a noninstitu- 
tional approach.?” 7 29.31 


Problems in Developing Mental Health Policy 

Mental health services has been a neglected subject for a long 
time. Though in ancient system of Ayurvedic Medicine, mental 
health was given equal importance, the later developments of 
modern sciences did not give much importance. This is because of 
the object-based scientific approach. Rapidly progressive, ten- 
sion-ridden society wanted the mentally ill persons to be segre- 
gated, to protect the society. Therefore, while the growth, under- 
standing and management of physical health was rapid and 
impressive, mental health services lagged far behind. This is 
reflected in the policy development and planning in India. 


In India, economic disparities among the people are enormous. 
More than 80 per cent of the population depend on government or 
other sources for their normal maintenance and livin g conditions 
as well as health requirement. Level of education varies within 
India and even the literacy rates are different from state to state. 


The importance of social equality is being felt more and more 
all over the world. This isa concept with great political and social 
power and probably constitutes a major force in Shaping many of 
the policies of all nations. 


It has been realised and recognised that health contributes to 
social and economic development in the same way as develop- 
ment itself enhances health of the population. The two must ZO 
hand in hand. Unless the general socioeconomic standards are 
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improved, health will not improve - and at the same time health 
is important to improve the socio-economic conditions of any 
community or population. The implementation of any policy 
cannot be successful without the political commitment particu- 
larly to the social equality. Though, there is a commitment by a 
number of developing countries, for the “Health for All” goal, 
mental health still has a low priority. This is because of many 
misconceptions among the politicians and adminstrators who 
still feel that mental illnesses are uncommon, that treatment is 
ineffectiveand rehabilitation is impossible. These misconceptions 
have to be corrected. 


The relative importance to be given for various approaches to 
deal with prevention of mental illnesses, promotion of mental 
health, curative approaches and rehabilitation is still debatable. 
This has to be viewed from different angles, particularly the 
existing mental health services, the resources, constraints, the 
knowledge and skills available in the country. While the preven- 
tion of mental illness and promotion of mental health are very 
important, knowledge in these areas is limited and various ap- 
proaches and policies need to be developed and evaluated. The 
present state of care in India is only limited to about 10 to 15 per 
cent of those who are suffering from severe mental illnesses. 
Therefore, the policy and planning depends on the available 
knowledge, skills and known approaches to provide tangible 
results and also on the felt need of the community and the people 
whether the benefit can be accrued and developed for the future. 


Processes Shaping Policy Development in India 

National Health Policy of India approved by the Parliamentin 
1983 has clearly indicated importance of the total health care 
approach in persuation of the goal of “Health for all by 2000 AD.” 
A number of epidemiological studies has clearly brought out the 
prevalence of mental health problems and that they are equally 
present in rural and urban areas. Most of the services have 
indicated prevalence rate of 10-20 per thousand of serious mental 
disorders and about twice the number i.e., 20-50 per thousand of 
minor mental ailments like neurosis, psychosomatic disorders. 
The two important experiments conducted at Chandigarh with 
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the assistance of WHO i.e., Raipur Rani experiment and another 
experiment conducted at Bangalore, NIMHANS, Sakalawara 
Project - showed that it is feasible to manage psychotic, epileptic, 
and mentally retarded patients in the rural areas. Results of these 
experiments have been highlighted in various publications. These 
two experiments have demonstrated the possibilities of care of 
mentally ill, epileptics and mentally handicapped with minimum 
inputs, by integrating mental health care with general health 
care.2® 29,31 


At the same time the improper management of mental hospi- 
tals has been the focus of various media attention. Inadequate 
care, poor facilities and negligence were highlighted. This was at 
a time when the government was focussing on the welfare activi- 
ties, particularly in the neglected population. The importance of 
_ care for the mentally ill patients, in mental hospitals and in the 
community was brought out. Thus both the positive and negative 
developments and observations led the Government of India to 
realise the necessity of evolving a policy and plan of action on 
mental health. 


A National Expert Group was formed in 1980 and the group 
met a number of times and had discussions with the different 
mental! health and related professionals concerned with mental 
health in the country as wellas with the Division of Mental Health, 
WHO, Geneva. 


Finally, in 1982, the Central Council of Health, which is the 
country’s highest policy making body, at its meeting held in 
August 1982, after detailed discussions, adopted the implementa- 
tion of National Mental Health Programme”. The recommenda- 
tions of the Central Council of Health and Family Welfare are as 
follows : 


1. Mental health must form an integral part of the total health 
programme and as such should be included in national 
policies and programmesin the field of health, education and 
social welfare. 


2. Realising the importance of mental health in the course cur- 
riculae for various levels of health professionals, suitable 
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action should be taken in consultation with the appropriate 
authorities to strengthen the mental health education compo- 
. nents. 


While appreciating the efforts of the Central Government in 
pursuing legislative action on Mental Health Bill, the Joint Confer- 
ence expressed its earnestness to see that the bill takes a legal 
shape at the earliest. 


The main objectives of the National Mental Health Program- 
mes are : 


1. To ensure availability and accessibility of minimum mental 
health care for all in the forseeable future, particularly to the 
most vulnerable and underprivileged sections of the popula- 
tion. 


2. To encourage application of mental health knowledge in 
general health care and in social development. 


3. To promote community participation in the mental health 
service development and to stimulate efforts towards self- 
help in the community. 


The main approaches suggested in the programme to achieve 
the objectives are : 


1. Diffusion of mental health skills to the periphery of the health 
service system. 


2. Appropriate appointment of tasks in mental health care. 
3. Equitable and balanced territorial distribution of resources, 


4. integration of basic mental health care into general health 
services, and 


5. Linkage to community development. 


The care will be provided at different levels of health care 
system and are as follows (1) primary health care at the village 
level, (2) primary health Centre level, (3) district hospital (4) psy- 
chiatric unit in medical colleges. The plan has also set the targets 
toachieve the implied objectives underlined. Number of targets at 
different levels i.e., Government of India, State Government, 
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District levels and the Medical colleges have been spelt out in the 
programme. National Mental HealthProgramme emphasised the 
importance of making this an integral part of all health and 
welfare endeavours in our country. Strong linkages with other 
sectors like social welfare, education, law and ICMR has been 
stressed. 


Progress in the Implementation of NMHP 

i) Training of Trainers : Implementation of the NMHP requires 
that the mental health professionals play amore active role in 
addition to clinical care. This specifically relates to (a) under- 
standing of the health and welfare infrastructure in the 
country, and (b) aspects of mental health pianning like choice 
of priorities, support and supervisory work. Training and 
orientation to these aspects has not been part of regular post- 
graduate training. Even now, only about 25 per cent of the 
postgraduate centres of psychiatry have facilities for thisarea 
of training. It was recognised that mental health profession- 
als should be provided short courses of training in this area. 
The first was organised by ICMR, New Delhi at PGIMER, 
Chandigarh,and NIMHANS, Bangalore, in 1981. Itisgratify- 
ing to find that many of the trainees have been able to initiate 
activities in their areas. The training has been multi-discipli- 
nary and has involved different categories of mental health 
professionals. 


However, the trainers often could not start any training pro- 
gramme without the support of the administrators and planners 
of their states. The feedback from many of these trained profes- 
sionals brought home the necessity to sensitise the planners and 
administrators about NMHP and demonstrate the workin g ofthe 
community mental health services. This resulted in the organisa- 
tion of the next level of activity. 


li) Workshop for State level planners : In most of the states mental 
health is not identified as part of the basic health care. 
Attempts to provide mental health care through existing 
health infrastructure requires an active involvement, and 
support of the planners for the provision of essential drugs 
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and reorganisation of the work pattern of mental health 
professionals. 


Against this background workshops were organised for state 
planners (Health Secretary, Director of Health and Family Wel- 
fare, Director of Medical Education and senior Psychiatrists) to 
cover the whole country. 


The first workshop (February 13-14, 1984) included ieee 
from Andhra Pradesh, Madhya Pradesh, Rajasthan and Uttar 
Pradesh. The participants of a second workshop were from Hary- 
ana, Himachal Pradesh, Maharashtra and Pondicherry (UT), 
(August 16-17, 1985). The third workshop involved the state 
planners of Kerala, Jammu and Kashmir, Gujarat, Punjab, Tamil 
Nadu and Goa (UT) (February 13-14, 1986). Fourth and fifth 
workshops were held in June 1987 and September 1987 respec- 
tively involving planners of other states. 


Recommendations of the workshopsare as follows: (1) Recog- 
nition of mental health as part of PHC, (2) Approval of approaches 
in NMHFP as the basic method to provide mental health care, (3) 
Recommendation for state level representation in central mental 
health advisory body by rotation, (4) Formation of mental! health 
advisory bodies in the state as part of PHC Advisory Bodies, (5) 
Provision of programme officers at state level, (6) Strengthening 
of departments of psychiatry in medical colleges. (7) Acceptance 
of provisions of essential psychotropic drugs at all health facili- 
ties, (8) Creation of psychiatric posts at District Hospital, and (9) 
Need for central support for finances and professional /technical 
support from National Institutes. 


iii) Workshop for NMHP for mental health professionals : As noted — 

above, the NMHP outlines the broad approaches tobeadopted 
_ to provide mental health care. The different states and union 

territories of the country have striking differences in the 
developmentof health services. Itis this recognition that calls 
for development of state level plans with the active involve- 
ment of professionals. To achieve this goal two levels of 
activities have been initiated. Firstly, workshops for clinical 
psychologists, psychiatric social workers and psychiatric 


Mental Health Planning & Policy Development 35 


iv 


Vv 


vi 


~~ 


4 


=—_Z 


nurses. The second one is the workshops for psychiatrists. 
There has been a consistent appreciation and willingness of 
all the professionals for implementation of the NMHP. There 
has beena uniform view that development of state level plans 
is important and timely. The workshops have provided an 
Opportunity to develop the services ina coordinated manner. 
The possibility of intra-state cooperation in future work is 
another development. 


Training for PHC personnel at state level : Following the training 
of trainers and workshops for planners, a number of states 
have taken up regular training for medical officers. Cur- 
rently, such programmes have been organised in Andhra 
Pradesh, Uttar Pradesh, Maharashtra, Rajasthan, Himachal’ 
Pradesh, Pondicherry, Punjab and Haryana. The develop- 
ment of state level training isa positive one. Itcanbe expected 
that such training programmes will be organised in greater 
number of centres in near future. Similarly the Central Insti-- 
tute of Psychiatry, Ranchi, for Northern and North Eastern 

States, is organising a number of programmes. | 


Involvement of the community : One of the three important 
objectives of National Mental Health Programme is to in- 
volve the community in the implementation of the program- — 
mes. This can be in the fields of (a) creating awareness to” 
eradicate the misconceptions, (b) acting as a pressure group 
to develop facilities and (c) to provide support by way of 
financial, material and organisational help. Limited experi- 
ences in our extension services, and organisation of mental 
health camps in rural areas, has confirmed the utility and 
importance of active community involvement. 


Mental health in 7th Five Year Plan : A happy development 
since the formulation of NMHP in 1982 has been the consid- 
eration of mental health care as part of health planning for the 
7th five year plan. For the first timea working group of health 
on noncommunicable disease (NCD) was formed witha sub- | 
group on mental health. The mental health group was led by 
Prof. N.N. Wig of New Delhi. This group considered the 
activities to be taken up in the 7th Five Year Plan. The 
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subgroup recommended training programmes for PHC 
personnel, strengthening of facilities in the mental hospitals 
and provision of essential psychotropic drugs. Itis gratifying 
to note that in spite of resource constraints, mental health has 
received support and has been included in the budget of the 
7th five year plan witha tentative budget of Rs. 1 crore, with 
specific plans for fund utilisation at the level of states. 


vii) ICMR Centre for Advanced Research on Community Mental 
Health : The ICMR, New Delhi identified the Community 
Mental Health Unit of NIMHANS, Bangalore, to set up the 
above Centre. The Centre was inaugurated in September 
1984. The aims of the centre is to carry out systematic long 
range research in the areas of : (i) developing models of 
mental health care, (ii) development of culturally relevant 
research tools for CMH work, (iii) preparation of health 
education material, (iv) dissemination of mental health infor- 
mation, and (v) organisation of training programmes on 
CMH formental health professionals. The Centre has brought 
out a research protocol on mental healthin PHC and manual 
of MPWs. A newsletter on CMH has been started. In October 
1985 all the professionals who have worked in this area 
participated in a workshop to review the decade’s (1975-85) 
workin this area. The functioning of the centre can be seen as 
reflection of the recognition of the needs in this area as well 
as the professional commitment to support this field of work. 


Mental Health Legisiation 

Legislation has been viewed as means of harmonising the 
broad objectives of mental health. The legal status of mentally ill 
persons, procedures of admission and discharge reflect the status 
of the ill in the community. As noted earlier, IPS has been making 
continuous efforts to modify and modernise the law relating tothe 
- mentally ill. The recently passed Mental Health Bill (1987) in the 
Parliament is progressive in terms of the terminology used, the 
type of admission proceedings available and the method of licens- 
ing of the treatment centres. The new bill when implemented 
should form a landmark and facilitate progress in the implemen- 
tation of the NMHP. 
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Conclusions 


1. 


Policy development and planning at the National level is es- 
sential to achieve defined goals and objectives. This is par- 
ticularly so in areas where least attention is given. 


. Til recently. mental health, has been, a neglected area and of 


a low priority area in most of the developing countries. 


- The policy development of any area depends on the political, 


social, economic, educational and public awareness of the 
problems. 


- Itisimportant to recognise that mental healthis an important 


part of development of a country. 


- The changing trends, the number of choices and their rele- 


vance in the present circumstances in the country will pro- 
vide the basis for policy formulation and development of 
action oriented plans. 


. The National Mental Health Programme in India wasevolved 


in 1982 against a background of developing policies and steps 
have been taken to implement the same. 


. Abeginning has been madeall over the country, in almostall 


the states to initiate mental health programmes. 


. A number of approaches are necessary and fresh measures 


have tobe developed depending on the evaluation of the pro- 
gramme and the utilising the resources available locally. 


- Policy making is a continuous process and in this profession- 


als, planners, public and press have an equal role to play. 
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Mental Health Policy in the United States : 
Progress, Prospects and Policy Considerations 


David Mechanic 


Mental health policy remains largely a responsibility of 
State government with considerable variation among the 
SC states. With policies of deinstitutionalization, the status 
of the mentally ill depends substantially on federal health 
and welfare programs in the areas of general health care, 
disability and housing. Erosionofsuch programs critically 
impacts the effectiveness of community care. Mental health 
services for the American population have increased 
enormously withimproved mental health insurance bene- 
fits but a large gap in access to services between insured 
and uninsured groups remains. Mental health services are 
provided by a widearray of general medical practitioners 
and facilities, specialized mental health programs and 
personnel, and social agencies. There is much fragmenta- 
tion and a need for stronger integrated care system at a 
community level. Stronger collaboration is essential be- 
tween primary medical care services and the specialized 
mental health sector. 


Traditionally, mental health has been a responsibility of the 
States within the American federal system,’ and for all practical 
purposes the system of care is highly decentralized. In the 1960’s, 
efforts were made to enhance the role of the federal government 
with the implementation of the Community Mental Health Centre 
Program which bypassed state authority, and for almost two 
decades it appeared as if the federal government had seized the 
initiative for future policy. These efforts culminated in the 
President’s Commission on Mental Health and the Mental Health 
Systems Act of 1980, only to be followed by a new federal philoso- 
phy that returned both funding and the initiative for policy- 
making to the state level. Mental health policy, narrowly defined, 
remains concentrated in state government and retains its tradi- 


42 David Mechanic 


tional concerns with state systems of mental hospitals. There is 
ereat variability among states in the resources and attention given 
to community care programs, but policy continues to be focussed 
on maintaining institutions. Approximately two-thirds of state 
mental health expenditures are directed to this responsibility. 


Ironically, the shape of mental health services is more the 
product of general health and welfare policies than of policy 
decisions made within the specialized sector. The transformation 
of mental health services in the United States and the expansion of 
mental health care in the past 30 years was substantially a result 
of the growth of overall medical care entitlements. The extension 
of insurance allowed more people to purchase services and the 
added purchasing power facilitated the development of units 
within general community hospitals and outpatient departments. 
Similarly, while there were many forces conducive to the deinsti- 
tutionalization of the mentally ill that began developing after 
World War II and into the early 1960's, large-scale deinstitution- 
alization only began later with the broad expansion of welfareand 
social service programs in the middle 1960’s. Some of the difficul- 
ties we now face in community mental health care result from the 
_ erosion of public programs in welfare, disability insurance and 
public housing. : 


No one truly knows the amount of care used by patients with 
psychiatric problems. It has long been recognized that persons 
with psychiatric disorders and psychosocial problems make large 
demands on the primary medical care sector which serves as a 
cushion to deal with a wide range of self defined problems and 
social tensions. Persons with psychiatric problems use many 
more general medical services than others, and in addition many 
seek care specifically for their mental health problems. Such care- 
seeking may be direct and clearly defined, or masked behind 
general and vague physical and psychophysiological complaints. 
Most studies that estimate mental health consultations require the 
recipient to define the visitin mental health terms, which excludes 
persons who reject such characterizations of their problems. In 
many cultures of the world characterizations such as “nerves” or 
“neurasthenia” reflect what Westerners would define as affective 
or other disorders. In one study of mental health utilization, 
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Taube, et al’ found that including non-specific complaints such as 
“nerves”, would increase estimates of mental health utilization by 
as much as 50 per cent. 


The fact is that the American public increasingly uses mental 
health services provided both by general physicians or by mental 
health specialists. The Institute for Social Research at the Univer- 
sity of Michigan carried out surveys of the American population 
in 1957 and 1976, using many of the same questions*°. Over this 
20 year period, the proportion of respondents reporting use of 
professional help for psychological problems increased from 14 to 
26 per cent, although the levels of well-being in the population 
were approximately the same during these two periods. Examina- 
tion of the episodes of mental health care in specialized organized 
settings also shows a large increase. Between 1955 and 1983, 
patient care episodes expanded from 1.7 million to 7 million. In 
1955, 77 percent of such episodes were for inpatient services but 
in the latter period only 27 per cent of episodes were on an 
inpatient basis. As will become clear, the sources of mental health 
funding, and the incentives they encompass, distort the fit 
between the needs for care and the distribution of services. 
Effective examination of core policy issues requires first that we 
understand the organization of psychiatric care and the epidemi- 
ology of disorder and help-seeking. 


The Specialized Mental Health Sector : A Brief Description 


Since the beginning of deinstitutionalization in the middle 
1950’s, the mental health sector has grown in size and in the 
variety of settings where mental health services are provided. In. 
addition to the traditional state and country hospitals and psychi- 
atric services of the Veterans Administration (VA), the system is 
now characterized by large numbers of psychiatric units in gen- 
eral hospitals, community mental health centres, psychiatric clin- 
ics, increased number of private psychiatric hospitals, and large 
numbers of clinic and office-based psychiatrists, psychologists, 
social workers and counsellors who offer a wide range of services. 
Mental patients are now also commonly found in board and care 
facilities, nursing homes, and specialized residential settings. 
Clergy, self-help groups and mental health organizations suchas | 
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the Alliance for the Mentally ill, a nationwide organization of 
families of the mentally ill, also plays an important role. In short, 
the mental health system is highly differentiated and decentral- 
ized. 


The most serious episodes of mental illness typically lead to 
inpatient care and this area of services has undergone major 
change. State and country mental hospitals now constitute only 
about one-tenth of mental health facilities although they still have 
more than half the beds®. The community general hospital, with or 
without specialized psychiatric units, has become the dominant 
setting for acute inpatient treatment. Basically, there are two 
streams of inpatient care; one characterizing the acute psychiatric 
patient typically with insurance coverage; the other, the chroni- 
cally mentally ill who depend substantially on public hospitals. 
Median length of stay in the state and county mental hospitals in 
1980 was about double that of non-public general hospitals, 
reflecting in part the more difficult problems they treat. 


In 1982, the equivalent of 390,000 full-time staff were em- 
ployed in mental health organizations other than the VA, approxi- 
mately 303,000 involved in patient care positions. Registered 
nurses were the largest group with professional training (num- 
bering 48,305), followed by social workers (34,439), psychologists 
(20,816), and psychiatrists (20,704). Between 1972 and 1982 the 
number of staff, FTE’s, decreased in state and county hospitals, 
but those involved in patient care actually increased® reflecting 
the treatment oriented roles that many of these hospitals have 
now assumed. 


An important but relatively unnoticed change has been the 
growth of private psychiatric hospitals. Although the number of 
such hospitals only increased from 150 in 1970 to 211 in 1982, the 
number of admissions substantially increased fromapproximately 
92,000 in 1969 to 162,000 in 1981. The development of private 
hospitals is reflected in growth of FTE staff between 1972 and 1982 
from 21,504 to 38,125, encompassing a tripling of FTE patient care 
staff. Private hospitals serve affluent and better insured individu- 
als, more likely than other hospitals to provide individual, family- 
couple, group and activity therapies’. 
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The ambulatory mental health sector is more difficult to track 
since there are a wide variety of professionals providing services 
through offices, clinics, social agencies and various other organi- 
zations. In 1982, there were almost 30,000 psychologists reporting 
that they provide mental health services, and this group is rapidly 
growing. A comparable number of psychiatrists provide services; 
the National Ambulatory Medical Care Survey estimated 15.8 
million office visits to psychiatrists for the year 1980. The numbers 
of social workers and registered nurses are much larger, but most 
work in organizational settings and outpatient clinics and rela- 
tively few are in independent office-based practice. The reim- 
bursement system, and the definition of what providers are 
eligible to receive payment, set limits on the magnitude of mental 
health utilization in specialized outpatient settings. There is po- 
tentially a very large number of service providers who are held in 
check by narrow definitions of which providers are eligible for 
reimbursement under varying insurance programs. Co-payment 
requirements also deter many patients from seeking services from 
mental health professionals. 


The Epidemiological Picture 

Epidemiological data on the incidence and prevalence of 
mental disorder are uncertain because of the absence of valid 
criteria for diagnosis in general surveys, and the considerable 
subjectivity with which people respond to even the most carefully 
formulated survey questions. When patients consult physicians 
for mental health probiems, the act of consultation itself Serves as 
sufficient justification for a medical response, although many 
untreated patients with comparable or even more serious symp- 
toms commonly do not seek treatment. 


The introduction of the Diagnostic and Statistical Manual - IT] 
(DSM-III), and its careful specification of criteria for making 
varying psychiatric diagnoses, has contributed improved rigour 
to the diagnostic process. The incorporation of these criteria inan 
epidemiological instrument - the Diagnostic Interview Schedule”4 
provides a methodology for making diagnostic estimates consis- 
tent with psychiatric conceptualizations. Relevant data come 
from the NIMH-sponsored Epidemiological Catchment Area 
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Project, a large population-based survey.’ This collaborative study 
initially involved approximately 20,000 people, 18 years or older, 
in New Haven, Baltimore and St. Louis, and was organized to 
provide estimates of disorder as defined by DSM-III. While the 
survey reports both life-time and 6-month prevalence, the latter 
are emphasized since these data are less likely to be distorted by 
memory, respondent reconstructions of past events and other 
method biases. Validity continues to be a critical and debated 
Issues) 


Total 6-month prevalence of disorders as assessed by ques- 
tions based on DSM-III criteria ranged from 15 to 23 per cent 
depending on study site and sex.” Phobias and major depression 
were the most common diagnoses for women and alcohol abuse 
and /or dependence for men. The above prevalence data exclude 
dysthymia (a persistent feeling of loss of interest and pleasure in 
most activities), which if included might contribute another 1-4 
per cent to total prevalence. Rates of disorder were lower in the 
age group overage 45, with the exception of cognitive impairment 
which is substantially higher in the elderly group. Six month 
prevalence for schizophrenia varied in the three sites from 0.6 to 
1.2 per cent, major depressive disorder from 2.2 to 3.5 per cent, 
alcohol abuse/dependence from 4.5 to 5.7 per cent, manic epi- 
sodes from 0.4 to 0.8 per cent, and drug abuse and dependence 
from 1.8 to 2.2 per cent. While these constitute only a modest 
portion of all disorders, they constitute some of the most difficult 
and persistent challenges to the mental health service system. 


These prevalence estimates must be viewed as relatively 
crude given the method artifacts and biases inevitable in such 
studies and the difficulty of establishing validity of diagnosis, but 
even if we assume relatively wide confidence levels, the ECA 
studies quite convincingly substantiate many other community 
studies documenting high levels of psychiatric disorder in gen- 
eral populations and associated limitations of function.” This 
observation is not qualitatively different from epidemiological 
evidence documenting a high prevalence of various untreated 
medical disorders and symptoms. Contact with the medical care 
‘system is influenced by severity of symptoms and disability, 
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illness behaviour orientations, and factors characterizing the 
financing and organization of services."4 


Approximately two-thirds of individuals in each ECA site 
who were assessed as having a recent DSM-III disorder, as meas- 
ured by the Diagnostic Interview Schedule, made an ambulatory 
visit for health services of some kind during the previous six 
months.” However, a majority of patients in almost all disorder 
categories received no care specifically for a mental health prob- 
lem during the six month period under consideration. Such care- 
seeking is particularly low among persons with cognitive disor- 
ders and substance abuse and/or dependence. In contrast, about 
one-third of respondents who visit for a mental or emotional 
problem did not meet study criteria for a psychiatric diagnosis, 
illustrating again the importance of symptomsand their effects on 
social functioning, behavioural inclinations and other types of 
illness behaviour. More detailed data have been reported on help- 
seeking patterns for Baltimore’ and New Haven.” In Baltimore, 
62 per cent of persons judged to have a DSM-III disorder in the 
prior 6 months did not receive any mental health services during 
that period from either physicians in general or the specialized 
mental health sector. Those diagnosed as schizophrenic were 
most likely to receive some care (55 percent), while the group least 
treated were those with severe cognitive impairment (25 percent). 
Receipt of care for a mental health problem was particularly low 
among the elderly and non-whites. | 


‘In the New Haven sample, efforts were made to assess use of 
mental health services provided by a wider range of health 
professionals and clinics. Sixteen per cent of the sample met 
criteria for a DSM-III disorder during the six months prior to 
Interview, but most received no mental health services. In the 
sample overall, 6.7 per cent had a mental health service in the 6- 
month period: 2.6 per cent only from general physicians; 3.2 per 
cent from the specialized psychiatric sector; and 0.9 per cent from 
both.'” Utilization was highest for schizophrenia, Panic, antisocial 
behaviour and somatization, and lowest for alcohol or dru g abuse 
or dependence. 


As already noted, it is difficult to correctly estimate help- 
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seeking for emotional problems from the general medical sector. 
Survey questions related to such ambulatory visits will typically 
not identify patients who emphasize somatic aspects of psychiat- 
ric disorder in their presentations, and patients who believe it 
inappropriate to present emotional symptoms as a bias for a 
medical visit. Cross-cultural studies indicate that patients select 
presenting symptoms they believe to be consistent with the help- 
seeking context.’® Patients visiting general physicians are likely to 
focus on the physical concomitants of distress, and may be unwill- 
ing to discuss emotional problems or only do so when physicians 
give indications of interest in such symptoms.” 


The relationship between the presence of a DSM-III disorder 
and need requires careful examination. Assuming that the DIS 
provides reasonable approximations of true disorder, the fact that 
as many as 45 to 60 per cent of schizophrenics, 55 to 75 per cent of 
depressed patients and the vast majority of phobic patients are out 
of contact with any mental health services for as much as six- 
months prior to being assessed as having these disorders suggest 
major unfilled needs. It is reasonable to expect that the vast 
majority of such patients could benefit from professional care. In 
some instances of substance abuse, anti-social personality, and 
severe cognitive impairment among the elderly it remains unclear 
what benefits would derive from increased mental health inter- 
vention. Often, there is little that mental health professionals can 
do, and some patients have learned through experience with the 
mental health system that they get limited help. We need better 
data to define clearly which of these patients should be induced 
into care through public policy initiatives, and what types of 
services they should receive. Even in the case of cognitive impair- 
ment among the elderly it is important to assess to what degree 
such impairment may be a function of depression and whether 
patients could be assisted in learning skills that help maintain 
functioning despite memory loss. 


Assessing the issue of need and appropriate care requires in- 
formation on the long-term course of treated and untreated DSM- 
Ill disorders as measured both clinically and by survey, particu- 
larly among sub-populations who choose not toseek care from the 
medical care system, or who do so butin the more narrow context 
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of physical complaints. It is essential to distinguish patients who 
present their complaints somatically because they perceive such 
presentations as appropriate to the context, but are receptive to 
explicit mental health interventions, and those whoare not. In the 
case of the former, there is some evidence suggesting that atten- 
tion to mental health issues reduces the use of non-psychiatric 
medica! services.?°?! Patients with psychiatric morbidity and 
distress use more outpatient and inpatient care than others in the 
population.” It remains uncertain whether savings in total expen- 
diture are achieved when use of both general medical care and 
mental health services are taken into account Among those 
resistant tomental health treatment, physicians have little alterna- 
tive but to treat patients within a more narrow medical definition 
and provide whatever support and encouragement feasible. 


Despite the inadequacy of definitions of need, the data iden- 
tify a variety of barriers to care. These include (1) the unwilling- 
ness of many patients to define themselves as having a mental or 
emotional disorder, or to seek care for such a problem or froma 
mental health professional; (2) perceived stigma associated with 
mental health services and the lack of support from significant 
Others in using such services; (3) barriers to access to appropriate 
care including the lack of a regular source of medical care, inade- — 
quate insurance coverage for mental health services, and high 
levels of co-payment in using such services; and (4) lack of 
knowledge or sophistication among physicians in recognizing 
mental health problems and making appropriate referrals, or 
attitudes among physicians that inhibit appropriate care and 
referral. Primary care studies suggest that how physicians man- 
age patients with mental health needs depends substantially on 
their attitudes, interests, and workload and on financing mecha- 
nisms.””” Referral to specialized mental health settings, in turn, 
depends on the doctor’s confidence and interest in managing the 
patient, attitudes toward mental health professionals, the patient’s 
wishes and inclinations and the overall structure of reimburse- 
ment as it affects both the doctor and patient. 


Levels of Mental Health Care 
It is useful to separate, at least, three general populations of 
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persons requiring mental health care. Of greatest public concern 
is the highly visible chronically mentally ill who suffer from 
significant impairments, constitute an important segment of the 
homeless and who are often upsetting and disruptive to the 
community. These patients who typically now reside in commu- 
nity settings as a consequence of deinstitutionalization trends 
over the past thirty years constitute a population of immense 
medical and social need. They are primarily clients of public 
mental health, income maintenance and social services programs 
but are often out of touch with the services they require. Many 
sporadically come into contact with the general medical sector, 
often through emergency rooms during times of psychiatric crisis 
or for general medical needs. 


A second population, more commonly served by the general 
medical sector, but often referred to psychiatric services, include 
patients with acute episodes of depression and serious problems 
with alcohol and drugs. These patients constitute a majority of 
psychiatric inpatients in psychiatric units in general hospitals and 
psychiatric admissions in community hospitals without special- 
ized psychiatric beds. They also account for a significant amount 
of care provided by office-based psychiatrists and psychologists 
and community mental health clinics. Most of these patients have 
some insurance coverage for inpatient care. | 


A third group consists of patients seen in conventional gen- 
eral medical settings who are treated primarily by general medi- 
cal practitioners. On an average, such patients are less severely 
disturbed than those treated within the specialized mental health 
sector, although there is much overlap. 


I. Chronic Mental Illness : A Challenge to Public Policy | 

Chronic mental illness (CMI), affecting some 1.7 to 2.4 million 
people” depending on definition, is a problem of devastating 
dimensions and enormous public import. It wrecks individual 
lives, destroys families, and creates enormous tensions within the 
community.” The CMI population is not one, but many sub- 
groups with different problems and varying levels of disability 
and need. They differ in the styles with which they express their 
illnesses, their conceptions of and cooperation with the mental 
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health and social services systems, and their ties to kin and the 
community.” They also consist of varying age cohorts who have 
been exposed to radically different psychiatric ideologies and 
modes of mental health care. 


Schizophrenia is the prototype of CMI, and much pessimism 
has been expressed about the intractability of this disorder. The 
epidemiological evidence, in contrast, indicates persuasively that 
this condition follows a fluctuating course and need not result in 
inevitable deterioration. Long term studies show extraordinary 
variability in adaptation and levels of functioning suggesting that 
these patients are notas unmanageable as many professionals and 
others have believed. 


In a remarkable clinical study, carried out over 27 years, 
Manfred Bleuler® studied the course of disorder among 208 
patients in Zurich in varying cohorts over two decades. He 
described the continuing adaptations among these patients who 
fluctuated between varying outcomes. Half to three quarters of 
the schizophrenic patients achieved long term recoveries, and 
only 10-20 per cent become severe chronic schizophrenics. The 
estimate of recovery is conservative, since it only includes patients 
reaching an end-state, and as Bleuler notes, prognosis of all 
schizophrenia combined is better. Moreover, in some patients, 
even after 40 years of psychosis, marked changes still occur. Long 
term studies carried out by Ciompi® in Lausanne and by Huber, 
Gross and Scheuttler* in Bonn confirm Bleuler’s conclusions on - 
the variable, and often favourable, course of the schizophrenias. 

In the American context, follow-up after an average of 32 
years of a cohort of 269 chronic patients released from Vermont 
State Hospital revealed that one-half to two-thirds had signifi- 
cantly improved or recovered, confirming European results.3>° 
The patients studied had on average been totally disabled for ten 
years and had been continuously hospitalized for six years. Most 
were functioning adequately in the community in later life, al- 
though ten years after release, many of these patients had uncer- 
tain adjustments and were socially isolated. Using records, the in- 
vestigators rediagnosed patients, selecting out those 118 patients 
who met DSM-III criteria for schizophrenia at hospital admission 
in the mid-1950’s. At follow-up, most were living in the commu- 
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nity and needed little or no helpin meeting basic needs. Two-fifths 
of patients of working age were employed in the prior year, a 
majority had few significant symptoms, and about three quarters 
were assessed as leading “moderate to very fulllives”. The picture 
that emerges is one highly divergent with clinical assumptions, 
and suggests that the image of inevitable deterioration that 
dominates the psychiatric literature may have been a self-fulfill- 
_ ing prophesy. Similar findings have been reported by Clausen, 
Pfeffer and Huffine,” and while Tsuang, Woolson and Fleming* 
found, ina 30 to 40 year follow-up, that schizophrenics had a less 
favourable course than patients with affective disorders, a signifi- 
cant number of schizophrenics had “good” outcomes. 


Findings from studies converge in suggesting a complex and 
differentiated course of illness depending on social and environ- 
mental conditions. A good illustration is the International Pilot 
Study of schizophrenia which followed 1,202 patients in 9 coun- 
tries.” At two-year follow-up, 27 per cent of schizophrenics had a 
complete recovery after the initial episode, and 26 per cent had 
several psychotic attacks with periods of complete or partial 
recovery. Five-year follow-up in a subsample of American pa- 
tients was highly correlated with appraisals at two years.” Most 
striking was the large variation between developed and develop- 
ing countries, with proportions of patients showing complete 
recovery varying from 6 per cent in Denmark to 58 per cent in 
Nigeria. While patients in each country are not representative of 
the total population of schizophrenics in that nation, the findings 
ar€ too striking to neglect, particularly in light of other studies. 


Waxler,” in a careful 5-year follow-up study of schizophren- 
ics in Sri Lanka, found that 45 per cent were symptom free as 
measured by the Psychiatric Status Schedule developed by Spitzer 
and his colleagues. Fifty percent were rated by the psychiatrist as 
having adjusted normally; 58 percent were seen by their families 
as having normal social performance and 42 percent had no im- 
pairment in the previous six months. Almost half of the patients 
were said to have worked continuously over the previous five 
years, according to their families. Even aliowing for errors in 
measurement, thisisanimpressive outcome, and at variance with 
typical Western conceptions of the course of schizophrenia. Waxler 
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carefully examined possible artifacts in her results, and makes a 
persuasive case that her findings are indicative of important 
cultural differences, and suggests a social labeiling model as the 
best approach to understanding these differences. 


Another alternative is that in rural contexts schizophrenics 
can more easily continue to play an economic role, and can 
insulate themselves from interpersonal stresses and intense asso- 
ciations. In some cultural contexts, there may be strong mutual ex- 
pectations within kinship structures that encourage efforts at 
functioning from the patient and more acceptance from the com- 
munity.” Family members may be less critical of the patient, a 
factor associated with less exacerbations of symptomatology.” 
While some of the best outcome results have been noted in under- 
developed countries or in rural contexts in developed nations, 
good outcomes have also been reported from industrialized cities 
in Europe suggesting a more complex process than can be ex- 
plained by such gross comparisons alone. Predictors of long-term 
course have not been effectively identified, but continuing efforts 
in this area are necessary. 

In the short term, expressed emotion seems to be an impor- 
tant prognostic factor. A growing body of research indicates that 
schizophrenic patients do less well in family environments char- 
acterized by negative emotional relationships and criticisms. 
While these effects are attenuated to a considerable degree when 
patients are maintained on neueroleptic medications, differences 
in Outcome persist even among medicated patients. Patients who 
have less face-to-face contact with relatives are also less likely to 
relapse in families with high expressed emotion. 


The prognostic research on schizophrenia suggests that suc- 
cessful maintenance is a complex task involving a balance be- 
tween maintaining a sufficient level of demand and activation to 
encourage motivation and functioning without excessive excite- 
meni or stimulation. If patients are left alone or isolate themselves, 
they often lapse into inactivity and withdrawal, and the negative 
features of the condition tend to become exaggerated.” Similarly, 
involving the patient too intensely in interpersonal relations, or in 
highly stressful situations, triggers vulnerabilities. The expressed 
emotions research also identifies an important role of medication 
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in protecting the patient in situations of over involvement and 
criticism. Since expressed emotion as measured consists mostly of 
negative affect, it remains unclear to what extent intense positive 
affect has comparable effects. Since intensive involvement com- 
monly involves both positive and negative affect, it is reasonable 
to anticipate that schizophrenics are vulnerable to intense emo- 
tional relationships more generally but this is yet to be convinc- 
ingly demonstrated. Research work in this area has important 
implications for public policy as it affects intervention programs. 


Chronic mental illness and public policy 

The above findings have been used in designing interven- 
tions for controlled clinical trials in studies in England, the 
United States,”°° and Australia.” In a controlled social interven- 
tion trial in London, schizophrenic patients having intense con- 
tact with relatives demonstrating high expressed emotion were 
randomly assigned to either routine outpatient care or an inter- 
vention program for patients and their families emphasizing 
education about schizophrenia and the role of expressed emo- 
tion.“ The intervention also included family sessions in the home 
and relatives' groups. All patients were maintained on psychotropic 
drugs. After nine months, half of the twenty-four control patients 
relapsed but only 9 percentin the experimental group. There were 
no relapses in the 73 percent of the experimental families where 
the aims of the intervention were achieved. 

A similar experimental trial was carried out in California 
where family members of schizophrenics were taught about the 
condition, were instructed in problem-solving techniques, and 
efforts were made to reduce family tensions.” Follow-up at nine 
months found that patients in families receiving such interven- 
tions had a much lower rate of exacerbations than those in a 
control group receiving clinic-based individual supportive care. 
Oniy one patientin the intervention group (6 percent) was judged 
to have a relapse, in contrast to eight (44 percent) in the control 
group.” A less systematic and intense follow-up after two years 
found that the reduction in exacerbations was maintained over 
the longer period.” Because of changes in procedures and modes 
of evaluation, the two year data are less rigourous but generally 
consistent with earlier results. 
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Both of the intervention trials based on the expressed emo- 
tion research are family-based, certainly an important context for 
the long-term care of schizophrenic patients. Many schizophrenic 
patients, however, live outside of family contexts and depend 
more completely on care available in community settings.” Here, 
too, there have been studies that persuasively demonstrate the 
value of an aggressive, well-organized program of community 
care. . 


One important experiment in Wisconsin involved a training 
program in community living for chronic patients.** This study 
compared an educational coping model witha progressive hospi- 
tal care unit. An unselected group of patients referred for admis- 
sion toa mental hospital was randomly assi gned to experimental 
and control groups. The control group received good hospital 
treatment, linked with a progressive program of community 
after-care services. The experimental group was assisted in devel- 
oping an independent living situation in the community, given 
social support, and taught simple living skills such as budgeting, 
job seeking, and use of public transportation. Patients in both 
groups were evaluated at various intervals by independent re- 
searchers. The findings showed that it was possible for highly 
impaired patients to be cared for almost exclusively in the com- 
munity. Compared with control patients, patients in the experi- 
mental group made a more adequate community adjustment as 
measured by higher earnings from work, involvement in more 
social activities, more contact with friends, and more satisfaction 
with their life situation. Experimental patients at follow-up had 
fewer symptoms than the controls. This experiment illustrated 
that a logically organized and aggressive community program 
can effectively manage even highly impaired patients in the 
community, with minimal use of hospitals, and that the provision 
of services yields high benefits relative to cost.% Comparable 
results have been obtained ina controlled trialin Australia despite 
a much lower intensity of staffing.» 


These studies represent some of the more persuasive among 
a much larger number of studies strongly supporting the value of 
community care as an alternative for hospital care57- Programs 
for community care for chronic mental illness have not suffered 
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from lack of innovation or evaluation. The major difficulty has 
been the lack of a public policy framework that facilitates the 
development of necessary organizational entities, that allows the 
essential service elements and funding to be brought together, 
that provides reimbursement for the many service components 
and mental health providers, and that contains incentives for 
balancing tradeoffs between traditional medical and hospital 
services and a broader range of social services needed by chronic 
patients with large rehabilitative needs.”**"* Good rehabilitation 
treats acute psychiatric episodes, insures appropriate medication 
monitoring, maintains nutrition and health more generally, makes 
provision for shelter and reasonable levels of activity and partici- 
pation, provides crisis support, and builds on patients’ personal 
capacities through continuing educational efforts. To be effective, 
programs must be organized in relation to the longitudinal needs 
of the patient and must aggressively retain the patient in the care 
system.*°4 Many of the needed care elements receive limited 
funding relative to more conventional inpatient and outpatient 
medical and psychiatric services. To understand the current 
context, it is useful to retrace the deinstitutionalization process 
and how it affected sources and the directions of funding. 


While individual states varied significantly in the timing and 
rates of deinstitutionalization,® a common reference point is 1955 
when public mental hospitals reached their peak census and 
started on a downward course. In 1955, most psychotic patients 
were treated in public mental hospitals; there was relatively little 
coverage for such conditions in conventional insurance policies, 
and voluntary hospitals were not an important site of care. 
Although the reduction of inpatients in public hospitals began in 
1955 with the widespread introduction of phenothiazines, which 
were helpful in blunting patients’ most bizarre symptoms, and 
giving professionals, administrators, family members and the 
community more confidence that psychotic symptoms could be 
contained, it was not until the middle 1960's that the reduction of 
inpatients in public hospitals proceeded apace. 


There were many social factors that supported the release of 
large numbers of patients from public hospitals including a more 
optimistic public, influenced by the rhetoric of community psy- 
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chiatry, a vital litigation movement on behalf of the civil liberties 
of the mentally ill, ©” and social science research and analysis 
demonstrating harmful consequences of involuntary commit- 
ment and long-term residence in custodial institutions.®” But the. 
transformation of psychiatric care would have been impossible 
without the expansion of welfare programs in the middle 1960’s, 
the most important of which were not directed at mental patients 
at all. 


In the 1960's and 1970’s, health insurance coverage for inpa- 
tient psychiatric care improved dramatically, providing incen- 
tives for generai hospitals to provide significant amounts of acute 
care to patients covered by such insurance. While such insurance 
never equalled that characteristic of other health conditions, it 
was sufficient to induce hospitals into providing psychiatric care 
and in many cases to develop specialized psychiatric units within 
the general hospital. The implementation of Medicare and Medi- 
caid in 1966 stimulated substantial growth in nursing home beds, 
and Medicaid financing for nursing home care provided an alter- 
native site for caring for the growing numbers of elderly patients 
with dementias. Medicaid also provided for reimbursement for 
nursing home care for some younger chronic mental patients as 
well. Many other chronic patients previously unable to support 
themselves in the community or to maintain stable employment 
were now able to subsist in the community with the expansion of 
SSDI and SSI which provided benefits to the disabled. The mag- 
nitude and influence of benefits to the mentally ill in Medicaid, 
ssDIand SSI dwarfed federal mental health categorical programs 
that have been the focus of most professional analysis during the 
past three decades. Itis estimated that in 1980, direct expenditures 
for mental health care were $19.4 billion and an additional $4.7 
billion were available in the form of transfer payments to the 
mentally disabled. 


States, in anticipating a growing burden of caring for the 
chronically mentally ill in institutional settings, were major advo- 
cates for increased federal involvement in the post World War II 
period.® Deinstitutionalization allowed transfer of some state 
obligations to the federal sector, ® and states used their massive 
mental health budgets toconvert large custodial hospitals to more 
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active treatment units as the public mental health system con- 
tracted from 560,000 patients in 1955 to approximately 125,000 in 
1981. Communities in which hospitals were located, and employ- 
ees, became strong lobbies for maintaining states’ commitments 
toinstitutions. Thus, while average per capita cost and the ratio of 
employees to patients increased dramatically, and brought many 
positive changes for patients within public mental hospitals, the 
amounts of state funding following chronic patients who re- 
turned to the community, or who were now being treated there as 
an alternative to the traditional pattern, was relatively meagre. 
The irony is that we are now spending large sums to support the 
general subsistence of chronic patientsin the community buthave 
not developed appropriate service systems to maintain their 
levels of functioning or improve the quality of their lives. Many 
mental patients, desperately in need of service, are increasingly 
found in jails” or are homeless. During the 1960’s and 1970’s the 
largest federal mental health initiative wasindeveloping commu- 
nity mental health centres throughout the nation, but despite the 
dominant rhetoric these institutions provided relatively little for 
those patients with the most severe mental impairments until 
very recently.” It appears obvious that funds should more sub- 
stantially be concentrated where the patients are,” but the politi- 
cal barriers are difficult to overcome. 


With deinstitutionalization, and the payment for nursing 
home care under the Medicaid program, large numbers of the 
mentally ill, particularly elderly demented patients are main- 
tained in nursing homes. Goldman, et al”! estimated the number 
of chronically mentally ill in nursing homes using the 1977 Nurs- 
ing Home Survey, the latest such data available. In 1977 there 
were 72,396 nursing home patients with a chronic mental illness, 
34,804 patients with both physical and mental illness, and 21,165 
patients who were both senile and psychotic. The vast majority of 
nursing home patients were senile and if all such patients are 
counted in the mental illness category, some 668,000 would meet 
the chronic mental illness definition. From a rehabilitation point 
of view, the most important groups are the chronically ill and 
_ those with both physical and mental illness of whom 46 percent 
and 31 percent are less than 64 years of age. More than 5,500 of 
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those with chronic mental illness were 45 years of age or less, and 
one quarter of the total group needed no help in activities of daily 
living. This is in sharp contrast to senile patients most of whom 
require assistance in simple daily living activities. The chronic 
mental patients in nursing homes are more active than other 
patients and pose more behavioural problems such as agitation 
and wandering. 


As the shift to nursing homes occurred, there was little con- 
structive examination of whether nursing homes truly provided 
better or even comparable care to the services available in mental 
hospitals, however deficient. Public mental hospitals were over- 
crowded and understaffed, and were often highly regimented 
and impersonal. But they had mental health staff and varying 
programmatic mental health elements, at least for the more acute 
subgroups of their patient populations. In contrast, nursing homes 
typically have few or no medical or mental health professional 
staff, patients are commonly oversedated to ease management 
problems, and there were limited opportunities for activity.””4 
Comparable conditions describe many community sheltered 
housing alternatives for the mentally ill as well.” Yet one fact we 
have learned well in chronic mental illness is that inactivity leads 
toadditional disabilities not inherent in the underlying illness that 
can be limited by effective management.” 


Concerns about quality of care played little role in this major 
transition to nursing homes as contrasted with the cost-shifting 
opportunities provided to state authorities. The motives for this 

shift were, of course, complex and were influenced by dominant 
mental health ideologies, the desire to improve acute care in 
mental hospitals, growing civil liberties litigation on behalf of the 
mentally ill, and ingenuity in garnering all available financial 
resources. As nursing home bed supply becomes more con- 
strained in the future because of the press, of growing numbers of 
disabled elderly, it will be difficult increasingly to place publicly 
supported chronic mental patients in even this inadequate hous- 
ing alternative. Identifying and financing appropniate housing for 
the long-term mentally ill, consistent with rehabilitation needs, 
continues as one of the most pressing issues for the years ahead. 


Among federal programs, Medicaid has become the single 
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most important program affecting the mentally ill. Medicare, the 
federal program covering mostly acute iliness for those over 65 
and certain disabled beneficiaries, has limited mental health 
benefits and does not cover long-term care needs. In contrast, 
Medicaid is a major source of payment for a variety of mental 
health services among eligible persons, and the major govern- 
ment source of payment for long-term care. A major difficulty 
with Medicaid is the varying eligibility criteria and benefits in 
different jurisdictions. While a large proportion of long-term 
chronic patients are eligible for Medicaid, only some poor people 
in need of acute psychiatric care receive it under this program 
because Medicaid covers less than half of those who are poor.” 
Small alterations in eligibility and benefits within the Medicaid 
program can have a very large impact on the mental health 
system.” 


Most mental health professionals have directed their atten- 
tion torelatively limited categorical mental health programs, such 
as those now funded under block grants to the states, while ne- 
glecting the generic medical care and welfare programs. But many 
crucial policy decisions that vastly affect the mental ill (such as 
those relevant to Medicaid, Medicare, and SSDI) are made with 
other populations in mind and with no special sophistication 
about the special needs and problems of the mentally ill. The lack 
of such understanding wasa significant factor contributing to the 
elimination of many chronic mental patients from the SSDI pro- 
gram in the early 1980's. A major responsibility of mental health 
professionals and advocacy groups is to educate and influence 
both policy-makers and the general public concerning the needs 
of their constituencies. Policy-makers are not indifferent to the 
mentally ill; they typically know little about them. The effective- 
ness of mental health advocacy pales in comparison to the efforts 
of other categorical disease groups such as those concerned with 
cancer, heart disease and Alzheimer’s disease. 


II. The treatment of acute psychiatric illness 

Millions of encounters occur each year for acute mental 
disorders and problems in living in general hospitals (with or 
without specialized psychiatric units), in private psychiatric 
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hospitals, outpatient departments and emergency rooms, com- 
munity mental health centres and social agencies, and in the 
offices of psychiatrists, psychologists, social workers and other 
mental health professionals. While public attention in the past 20 
years has been focussed on deinstitutionalization, the specialized 
menta! health sector has developed enormously with dramatic 
increases in number of episodes treated in general hospitals and 
outpatient settings. As services have become more acceptable, as 
they are increasingly provided in the mainstream, and as public 
and private insurance plans cover more such episodes, utilization 
has substantially increased. 


Estimates of use of mental health services come from special 
Studies such as those in the Epidemiological Catchment Areas 
Program, from general surveys, or from national data sets on 
hospital and physician use. It was noted earlier that 6.7 percent of 
a New Haven sample reported receiving a mental health service 
in the prior 6 months, approximately half of which was in the 
specialized mental health sector. National data on use of short- 
stay hospitals come from the hospital discharge survey. In 1984, 
there were almost 1.7 million discharges from short-stay hospitals 
with a primary diagnosis of mental illness:”* 625,000 for psycho- 
ses; 392,000 for alcoho! dependence; and 228,000 for neurotic and 
personality disorders (primarily involving depression). Average 
length of stay for psychiatric diagnoses was 11.9 days. The pre- 
dominant pattern even for psychoses is a relatively short hospital 
stay to stabilize the patient’scondition The average inpatient stay 
in such hospitals for psychotic disorders in 1984 was only 14 days. 

The distribution of inpatient admissions for mental disorder 
vary by type of hospital. State and county mental hospitals have 
the largest proportion of schizophrenic admissions, and a high 
rate of alcohol-related admissions, these two areas accounting for 
three-fifths of all admissions. A similar situation characterizes 
V.A. hospitals, although they have fewer schizophrenics and 
more alcohol-related problems. In contrast, the community gen- 
eral hospital and private psychiatric hospitals have only about 
one-third such admissions, and a much larger proportion of ad- 
missions for affective disorders: 31 percent in community hospi- 
tals and 43 percent in private psychiatric hospitals.’ The public 
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mental hospitals are clearly dealing with the tougher and more 
chronic problems. 


Good estimates of ambulatory care for mental disorder are 
more difficult to obtain because of definitional problems, distor- 
tions in patient reports, and because of the wide array of possible 
providers. Perhaps the most careful estimates come from the 
National Medical Care Utilization and Expenditure Survey 
(NMCUES) for the year 1980.’ This survey collects detailed infor- 
mation from respondents which are then checked against insur- 
ance and other data. In the data that follow, a visit meets the 
criterion of a mental health visit if the respondent indicates this as 
the reason for the visit, or has gone to a psychiatrist, psychologist | 
or psychiatric clinic. Using this relatively conservative definition, 
an estimated 9.6 million people, some 4.3 percent of the noninsti- 
tutionalized population, made such a visit in a one year period. 
The NMCUES estimate is lower than the proportions reported for 
the three ECA sites (New Haven, Baltimore and St. Louis) which 
varied from 6 to 7.1 percent of the population using a 6-month 
recall period. Given inaccuracies in recall, and other problems in 
comparability, itseems reasonable to estimate that approximately 
9-10 percent of the population seek a mental health service during 
a year.” The NMCUES found that psychiatrists and psychologists 
each had approximately one-quarter of all visits, approximately 
40 percent were to other providers in office settings, and about 
one-tenth occurred in mental health clinics, outpatient depart- 
ments and emergency rooms. The aggregate charges for mental 
health ambulatory services were estimated as $2.4 billion in 1980, 
approximately 10 percent of all mental health expenditures for 
that year. As with other types of health care utilization, ten percent 
of those making a mental health visit (those with 25 visits or more 
per year) accounted for one-half of all ambulatory expenditures. 
Utilization was highest among women, whites, those in the age 
group 25-64, and individuals with 13 or more years of schooling. - 
Low income persons used services most but persons at both ends 
of the income spectrum were relatively high users. 


Estimates of the number of mental health visits vary depend- 
ing on the data source used. The NMCUES estimates 79 million 
visits in 1980, 25.5 million to psychiatrists. In contrast, the 
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National Ambulatory Medical Care Survey (NAMCS), a study of 
office-based physicians, estimates 16.7 million visits to psycnia- 
trists in their offices for the same year.’ These estimates, of course, 
exclude visits to psychiatrists in other than office settings and, 
thus, the two figures are not comparable. The most important fact 
toremember, however, is the growing acceptability of the special- 
ized mental health sector for dealing with common mental health 
problems, and the increased importance of ambulatory mental 
health care, provided not only by psychiatrists but also by psy- 
chologists and other professionals. Despite the continuing reluc- 
tance of many people to seek mental health services, such services 
have come a long way in becoming integrated into the larger 
medical care system. 


While treatment of acute psychiatric disorder has shifted to 
acute general hospitals, we have little systematic knowledge of 
the content or quality of care provided. Hospitals with psychiatric 
units provide more of most types of care than hospitals without 
specialized beds, but aggregate data suggest that a remarkable 
large number of patients receive little specialized treatment and 
few psychological services. The hospital is used typically to 
stabilize patients medically during acute episodes, and the typical 
length of stay is limited. The dominant model is a traditional 
medical approach; yet we have little evidence that this offers the 
best management for such patients. We have no existing data that 
allows us tolink up hospital episodes with the ambulatory mental 
health care that often follows after discharge. 


One consequence of increased insurance coverage is the 
separation of insured populations from the disad vantaged men- 
tally ill into separate systems of care. Insured populations are in- 
creasingly integrated into the mainstream. Those lacking insur- 
ance, Or groups who have exhausted whatever insurance cover- 
age they have, are routed into the public sector. In 1980, for 
example, there was no payment for almost half of all admissions 
to state and county mental hospitals, and only about one-quarter 
of admissions involved either insurance or personal resources. In 
contrast, private psychiatric hospitals and non-public general 
hospitals had only one and two percent of admissions without 
payment, and 67 percent and 51 percent were covered by private 
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insurance or personal resources. Most of the remaining adrnis- 
sions were paid for by Medicare and Medicaid.°® Outpatient 
services are available for those eligible for public programs, but 
many patients with substantial psychiatric need often have little 
access to care or the appropriate spectrum of services they require. 
Since many patients are reluctant to seek mental health services in 
any case, the additional barriers create major impediments to 
appropriate care. : 


Psychiatric coverage in health insurance programs has be- 
come more prevalent but it continues to remain an area that is 
rationed more stringently than other services. The health arena is 
in ferment, and subject to strong cost restraints. As more employ- 
ment groups self-insure, and as the trend towards increasing co- 
insurance and deductibles accelerates, mental health benefits are 
vulnerable to cutbacks. A countervailing tendency in some states 
is to require insurers to offer specified mental health coverage. 
Still other states do not mandate coverage, but require insurers to 
offer it as an option. Such requirements for insurance plans to 
cover certain areas of care limit choice, but their rationale is that 
they induce persons to seek needed services, increase essential 
access, and provide necessary services that prevent other types of 
utilization.” Such mandates can have a major influence on access 
and the distribution of services depending on how eligible serv- 
ices and reimbursable providers are defined. Those who oppose 
mandates view them as involuntary taxes which increase overall 
health insurance premium payments. Froma public policy point 
of view, however, there seems little justification in discriminating 
against patients with psychiatric disorders who have needs 
comparable to those with more traditional medical complaints. 
The differential coverage and public support for care for the 
mentally ill reflects the long-standing stigma associated with 
mental illness and serves to reinforce this stigma. 


Ili. Mental illness and generai medical settings 

The doctor of first contact in the case of most psychological 
morbidity is the primary care physician (PCP). Such physicians 
see many patients who suffer from significant psychological 
symptoms or diseases compounded by high levels of psychologi- 
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cal distress. The ECA data indicated that mental health visits to 
general physicians constitute from 41 to 63 percent of all mental 
health visits. These estimates may be low because many patients 
with depression, anxiety and serious psychosocial problems do 
not define their problems in mental health terms and primarily 
present somatic symptoms and non-specific physical complaints 
when seeking care. Estimates vary widely on what proportion of 
all medical visits are motivated by psychological need, but almost 
everyone agrees that such consultations are highly prevalent. 
Such patients use extensive health care resources, but many 
physicians remain ambivalent and uncertain about appropriate 
treatment and referral, are commonly insecure about diagnosis 
and psychotropic medication, and must cope with the somatiza- 
tion of psychological distress and the unacceptability of mental 
health diagnoses to many patients. Persons with psychiatric dis- 
orders may havea large range of alternative help-seeking options, 
but insurance reimbursement criteria, public attitudes and many 
patients’ unwillingness to view their distress and symptoms 
outside traditional medical concepts make the primary care 
physician the dominant mental health provider in the United 
States and other wesiern nations.® 


Reterral to the specialized mental health sector depends on 
the seriousness of the disorder, attitudes toward psychiatry of the 
attending physician, the availability of insurance, and the 
physician’s perception of the willingness of the patient to accept 
mental health treatment. Patients’ cultural background and atti- 
tudes toward the use of psychological services are significant 
factors affecting referral.“ Studies comparing independent stan- 
dardized psychiatric assessment of primary care patients to how 
such patients were diagnosed and managed indicate that primary 
care physicians commonly do not recognize psychiatric symp- 
toms, and even less frequently make a mental health diagnosis or 
prescribe appropriate psychotropic medication for these patients. 
Also the prevalence of such diagnoses from one physician to 
another are not related to accuracy as assessed independentiy.” 
Accuracy appears to depend on the way the doctor interviews 
patients, personality and academic ability; it does not appear 
related to self-assessment of psychological skills or experience. 
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Physicians often deal with patients they perceive as dis- 
tressed by prescribing psychotropic drugs. Data from the Na- 
tional Ambulatory Medical Care Survey for 1980 and 1981 indi- 
cate thatsuch drugs were prescribed by office-based physicians in 
six percent of all visits and in ten percent of all visits in which a 
drug was prescribed.* The five most common diagnoses for using 
such drugs were neurotic disorders, essential hypertension, 
depression, schizophrenia and affective psychosis. While psy- 
chiatrists were most likely to use such drugs (441 times per 1,000 
visits), rates were also high in internal medicine (115 times per 
1,000 visits) and general and family practice (84 times per 1,000 
visits). Office-based physicians used 136 different psychotropic 
drugs that have different biological functions and varying types 
of side-effects. There is a great deal of concern about the appropri- 
ate use of such drugs and allegations that primary care physicians 
often choose the wrong drugs in relation to the patient’s sympto- 
matology. 


The response of the doctor to the patients’ distress is affected 
by conception of etiology. To the extent that such common prob- 
lems as depression and substance abuse are masked by the pres- 
entation of general physical complaints and are linked to unalter- 
able life stresses, severe disappointments, or grave misfortunes, 
the physician realistically may not see himself in a good position 
to do very much beyond prescribing drugs to relieve symptoms. 
The patients’ somatization may be adaptive as compared to intol- 
erable alternatives, and it may be unproductive to undermine 
patients’ defenses when they are unwilling or unable to deal with 
the conditions of their lives. A cross-cultural example brings this 
issue sharply into focus. 


In China, neurasthenia is a common diagnosis in psychiatric 
outpatient clinics, and perhaps the most common “psychiatric 
diagnosis” in general medical settings. Such patients typically 
complain of somatic complaints characteristic of depression in 
Western countries but usually do not report comparable affective 
disturbance. Kleinman noies that psychiatrists in China routinely 
view neurasthenia as a “disorder of brain function involving 
asthenia of cerebral cortical activity.”** In a project at the Hunan 
Medical College, Kleinman identified 87 patients with this diag- 
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nosis who met DSM-III criteria for major depression and treated 
them with antidepressants. At follow-up, while a majority ap- 
peared to show significant improvement in psychiatric symp- 
toms, there was much less effect in decreasing help-seeking, 
maladaptive functioning and social impairment. The patients 
remained skeptical of the value of the drug treatment. 


Kleinman views neurasthenia as a bioculturally patterned 
illness experience, and he links it to extraordinary hardshipsin the 
lives of patients from which they could not escape given the harsh 
realities of the Chinese social system. The somatic discourse used 
by patients, and accepted by doctors, serves as a limited escape 
from involuntary and taxing life situations, and the illness idiom 
offers greater legitimacy than alternative escape routes. The issue 
is whether modifying the Chinese doctor’s concept of the clinical 
problem serves any constructive purpose. To the extent that the 
patient needs the illness, and neither the doctor nor the patient 
have the means to modify the harsh circumstances of the patient's 
life, the diagnosis, and its underlying meanings, may serve a 
_ useful purpose in providing a release, however limited, from 
restrictive and unalterable social conditions. The organic etiology 
attributed to the condition is culturally acceptable, while a diag- 
nosis of depression or another emotional diagnosis, is more 
suspect and more stigmatized. From one perspective, Chinese 
medical practice appears out-of-date; from another, it seems to fit 
the cultural and social conditions exceedingly well. 


In Western societies, physicians have more influence than in 
China and the societies offer more opportunities for life changes. — 
Moreover, there is a strong elernent of psychologismand a widely 

shared view that it is desirable that people be in touch with 
themselves, views which increasingly have affected conceptions 
of primary medical care and the orientation of physicians to 
patients with psychological distress. This trend, which some 
physicians intuitively if not openly resist, is as much the result of 
a psychological ideology as it is of an established foundation of 
empirical results. It is undoubtedly true that some patients expe- 
rience relief of physical symptoms by acknowledging their feel- 
ings and sharing them with an empathic person. Specific forms of 
psychotherapy focussed on interpersonal relations or cognitive 
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orientations appear even more helpful. But it is also true that in 
many instances denial is an extraordinarily effective coping de- 
vice and that excessive exploration of feelings and thoughts may 
increase negative affect and a sense of physical discomfort.” 
Psychologizing medical practice has its benefits but also its risks. 


The PCP, better aware of psychiatric morbidity, however, can 
use such information constructively. The practitioner can com- 
municate an interest and willingness to listen, a ‘cue many de- 
pressed patients feel is lacking and which inhibits expression of 
their distress.’? Such information also ‘alerts the physician ‘to 
suicide and related risks, and encourages greater supportiveness, 
vigilance, and referral when the physician is insecure: Knowled ge 
of psychiatric syndromes, and appropriate specific medication; 
also allows more competent management. All of this can be’ac- 
complished without imposition of psychological interpretations, 
without undermining the patients’ coping efforts, and without 
requiring the patient to adapt to an unacceptable definition of the 
problem. Skilfully executed, and it is a skill highly dependent on 
cognitive and communication capacities, the PCP is'in a strong 
position to relieve the patient’s symptoms, offer meaningful 
support, and assist in strengthening coping capacities. With trust 
and patience, and communication of a willingness to listen, even 
recalcitrant patients shed some of their defenses and’ become more 
amenable to influence. Much of the potential of the doctor-patient 
relationship, even in an age of high technology, arises from the 
authority of the physician and the patients’ faith.” These assets are 
extraordinarily powerfulanda significant forceifused prudently: 
. > 9'As physicians are more commonly organized in groups, and 
with the growing importance of HMOs’and other organized ar- 
Tangements, it becomes mote practical for psychiatrists and other 
mental health ‘professionals to provide support and effective 
back-up for the PCP managing many primary care patients with 
moderate psychiatric disorders. The advantage is that the PCP 
has the security and help of more specialized personnel when itis 
needed, but can continue to manage patients with whom they 
havea relationship and who may notbe receptive to direct mental 
health interventions. With the substantial increase in the number 
of physicians in coming decades, and the increased emphasis on 


Mental Health Policy 69 


emotional and behavioural factors in medical school and resi- 
dency training, physicians are likely to cooperate in providing 
such care more than in the past. Itis likely that the PCP will remain 
a significant mental health provider for the vast majority of the 
population with nonpsychotic illness and the majority of patients 
needing help identified in surveys may never be treated within 
the specialized mental health sector. PCP physicians, better in- 
formed about psychiatric diagnosis and psychopharmacology, 
and more aware of the dynamics of illness behaviour and psycho- 
social processes, can be in an advantageous position for helpful 
intervention. 


Conclusions 

As this discussion has illustrated, the organization of mental 
health services in the United States is complex, highly differenti- 
ated, and faces financial, organizational, professional and public 
policy challenges. Effective mental health practice requires care- 
ful intraorganizational relationships among sectors that are now 
highly fragmented. Rigorous evaluations are necessary in consid- 
_ ering tradeoffs between traditional medical and psychiatric serv- 
ices and the broad array of other human services that seriously 
disabled patients need. 


The system of care also suffers from a confusion of priorities 
and appropriate balance in meeting varying demands. The most 
critical population to serve continues to be the chronically men- 
tally ill whose needs are poorly met by the competing systems of 
care that provide one or another aspect of specialized service. 
There is no greater challenge than that of putting systems into 
place that can resolve the duplication and inefficiencies of current 
services, that can direct resources in a more calculated and bal- 
anced way, and that can produce the blend of services that many 
demonstrations have found to be effective. The task is noteasy but 
it is do-able with appropriate modifications in financial and 
organizational arrangements. It is possible to organize care more 
coherently in relationship to populations and levels of need, to 
build a coordinated spectrum of needed services, to develop 
improved approaches to case management and referral, and to 
focus responsibility and accountability more clearly.*” A central 
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obstacle is the numerous and confusing sources of funding and 
their complex and inconsistent eligibility criteria. 


Despite the fact that the United States invests vast resources 
in medical care and has very elaborate speciality mental health 
services, there is impressive evidence of major gaps in care and 
large unmet needs. In most of the world, problems of health care 
and psychiatric morbidity must be managed with much smaller 
financial and professional resources and must depend even more 
substantially on the effective organization of primary care serv- 
ices. | 

The management of serious mental disorder requires a high 
level of expertise, but much of the continuing care of patients can 
be successfully performed by a variety of individuals depending 
on local circumstances. These may include the family physician or 
general practitioner, nurses with additional training in mental 
health, psychologists and social workers, and specially trained 
mental health aides. Moreover, there are many opportunities to 
mobilize supportive and self-help groups, building on the strengths 
of the particular social and cultural context. Local conditions may 
vary widely, but there are some important principles that apply 
equally across systems. Primary care should be viewed as a 
system of services responsible on a longitudinal basis for provid- 
ing appropriate care, whoever the provider of first contact (whether 
a doctor, a nurse, or an aide). The system must be responsible and 
accountable for service provision and must enforce standards for 
training, practice and supervision. It is the obligation of the 
system to select appropriate care-takers, train themas intensively 
as economic conditions permit, and provide the necessary sup- 
port and consultation that allow these personnel to manage the 
difficulties and uncertainties of care. While the individual pract- 
tioner may be responsible for care at any given time, the organi- 
zation of care must insure appropriate continuity, opportunities 
for consultation and referral, and critical evaluation of perform- 
ance. 


As with ali human problems, many factors intervene be- 
tween goals and reality. Unforeseen influences may undermine 
the best of intentions. By organizing a strong pri mary care system, 
however, that provides access to those in need, and that takescon- 
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tinuing responsibility for managing the necessary and feasible 
care, the conditions for responsiveness to the needs of the men- 
tally ill are very much enhanced. 
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SESSION I 
DISCUSSION 


G.G. Prabhu — INDIA 

Toan external observer, the policy for the care of the mentall y 
ill that is evolving - rather slowly - in India may seem to be one 
with neither an anchor nor a direction. In reality it is a result of 
compelling circumstances. India has to provide health care fora 
population 4 times the size of the US. Going by the every conser- 
vative estimate given in the Sixties by Prof. Dube, there are nearly 
8 million adult psychiatrically disturbed individuals in this coun- 
try, of which 1,35,000 do receive “some type of attention” during 
any given time. The available trained manpower is around a 
meagre 2,500. Despite the disparity that exists between the two 
currencies in international monetary value if we equate one rupee 
to be the equivalent of a dollar, the Indian health budget is about 
0.5 percent of the American budget. 


When resources are meagre, anything unexpected, whether 
itisa minor transitary difficulty the country faces; an attack onour 
borders or a drought, they all bring about unbearable additional 
constraints, which takes the policy development off course. 


Despite the fact that our countries are at totally different 
levels of development and functioning, as stressed in the papers, 
each of us is determined to have a good and practical policy that 
is desirable and acceptable to the population we serve. I refer toa 
remark by Prof. Mechanic that, the organisation of mental health 
services in the United States is complex, highly differentiated and 
faces financial, organisational, professional and public policy 
challenges. In India, these are not just challenges but are mind 
boggling issues. Not only do we find that they are quantitatively 
overpowering butare qualitatively intimidating. One learns from 
the caution given by Dr. Mechanic that while drawing up a policy 
there is need to look into intra-organisational relationships; vi 2Or- 
ous monitoring; clear identification of priorities and targets and 
eradication of inefficiency and overlap from current services. One 
is gratified to note that he made it clear that resources are neces- 
sary but they are not an end in themselves. Essentially, care is to 
be organized more in relation to the needs of the population and 
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levels of these needs with a coordinated spectrum of needed 
services with improved methods of management and referral 
with clearly delegated responsibility and accountability. That 
probably underlines the manner in which one has to plan for the 
future. 


In Prof. Mechanic’s presentation, two issues of research 
concern have been stressed. He points out that effective examina- 
tion of core policy issues requires first, that we understand the or- 
ganisation of psychiatric care; the epidemiology of disorders and 
help seeking behaviour. In this country, we have had epidemiol- 
ogical studies, in the late 60’s and early 70s, however, and gave 
highly varying prevalence rates. If one has to base a policy on the 
basis of factual information one has to go in for clearly defined and 
well formulated epidemiological studies, not only for finding out 
the prevalence rates but also to see the help seeking behaviour and 
then decide what is necessary. 


The second research issue concerns the cultural context. It is 
pointed out in Dr. Mechanic’s paper that depending on the 
strengths of different social and cultural contexts the opportuni- 
ties which exist to mobilize community support and generate self 
help groups etc., are of special interest. I refer to the Indian family 
and emphasize that there is a need to make efforts to understand 
the Indian family. In my recent visit, I did find a renewed concern 
in the USA to understand the assets of the family. To see in what 
manner, this primary social organisation can be used effectively 
for the enrichment of the mental health care. This is all the more 
so with regard to the rehabilitation of substance abusers. One has 
to look at the Indian family not in an impressionistic manner but 
with a research rigour, with reference to its strengths and weak- 
nesses, the manner in which it mitigates burden, its capacity to 
help, withstand stress and to functionasa social support network. 


Are we ina position to take up. the above issues as of research 
concern ? that is: 


i) how the policy for the future is to be built up on scientifically 
conducted, rigourously monitored studies concerning epi- 
demiology and felt needs of the population we serve, and 


ii) looking intothe various aspects concerning the Indian family 
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The nextissue on whichone has to introspectis whether in the 
arena of policy development, is only the actions of legislators, 
politicians and bureaucrats that are tobe subjected to scrutiny and 
criticism or there is some amount of neglect on the part of 
professionals themselves for the unenviable situation we are in. I 
do not hold a brief for the politician and Iam quite sure none of 
you perceive me asa person whose last resort will be politics. lam 
basically asking this question as we are thinking in terms of 
integrating mental health care with primary health care. Why 
then, in this country, have we not given more time and thought 
than given at present towards under-graduate medical educa- 
tion? We repeatedly assert that asa policy, behavioural sciences 
and. psychiatry should be made an integral part of the under- 
graduate medical curriculum. Who are to be held responsible for 
this schizophrenic phenomena in policy development. Politicians 
and bureaucrats don’t come in. It is the Indian Medical Council 
and the senior medical educators and health planners who come 
in. We have an undergraduate medical education system unlike. 
in the USA. We totally neglect behavioural sciences and psychia- 
try inthe undergraduate training programmesand then, afterone 
has qualified, for the sake’ of community mental health pro- 
grammes we attempt to provide them with short term training 
programmes in this area. Health policy is not only with reference 
to service organisation - it covers issues concerning quantum as 
well as the quality of manpower that we require to work in the 
health sector. It is time we act and set the house in order. 


The last aspect that I would like to touch upon is with 
reference to the utilisation of manpower. Dr..Mechanic pointed 
out in his. paper that in the USA, potentially there are a large 
number of service providers who are held in.check.by narrow 
definitions of professionals. I think we have committed graver 
mistakes in the Indian situation. In the USA, as. the paper men- 
tions, nearly 3,30,000 persons are involved in providing inpatient 
mental health care. In the Indian situation it is less than 2,500. Yet, 
just 6 months ago when we had the mental health bill becoming 
the Mental Health Act, we never took care-to see that even the 
highly trained’ professional manpower available - clinical psy- 
chologists, social workers, ‘psychiatric nurses and so on ~- are 
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included in meaningful way in this policy document. The Mental 
Health Bill had one of the longest gestation in this country from 
1948 to 1987 - nearly 40 years. The legislators may be blamed for 
the delay but for the faulty content, non-utilisation of all available 
manpower, the professionals cannot deny responsibility. 


Dr. Frank I. Sullivan — USA 


Session chairpersons, ladies, and gentlemen, lama psycholo- 
gist by training. As director of the National Institute for Mental 
Health, I am also an administrator, bureaucrat, and policy maker 
by profession and practice. I would like to extend my comments © 
to cover three factors that influence the quality of policy making 
as outlined by Dr. Reddy’s paper. Two closely related factors are 
the stage of social progress and the level of technological develop- 
ment which a society has reached. The third factor is changes in 
value systems and public opinion. 


With respect to the stage of social progress, in general term 
the US is currently more developed but with that development 
has come public expectation of quick answersand quick solutions 
to problems. When problemsare as complex as mental illness,and 
when they have an inherently long term nature, we in the West 
may tend not to recognize the depth, breadth, and complexity of 
the solutions that are called for, and may fail to appreciate the full 
range of biomedical, social, and political issues that are involved. 
On the other hand, India’s persistent commitment to improving 
the health and welfare of its people is resulting in steady gains in 
literacy and national health status. This sustained, long range 
approach is, of necessity,a comprehensive one. The social circum- 
stances, the stage of technological development, and the need to 
conserve scarce resources demand it. This comprehensive ap- 
proach will force a full conceptualization’s of the problems and 
creative, workable solutions as well. 


The mental health service delivery systems in our two coun- 
tries have different developmental histories. Dr. Mechanic de- 
scribes the current US system as having moved into two tracks — 
the public system for more seriously ill and chronic patients, and 
a private system for acutely ill and better insured patients. 
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Dr. Reddy in his paper includesa relevant note of caution for India 
when he quotes the national health policy statement that de- 
scribes how the upper crust of society will benefit most from 
advances in hospital based health services. While the US is trying 
to integrate health, mental health, and social support program- 
mes for the seriously mentally ill, India is working to build an 
integrated system from the start. Pursuing this policy over the 
long run is likely to serve India very well. 


In the area of central planning and leadership, India’s more 
formal national mental health program now has an exact counter- 
part in the USA. But the emergence of state plans in India’s 
planning programme is a reminder that some in the US have 
called for more extensive development in state plans, and that 
some states have already responded to this challenge. At the 
federal level, the National Institute of Mental Health has provided 
leadership by formulating a model state plan based on input from 
consumer groups, family groups, professionals, organizations 
and service delivery agents. However, some concerns have arisen 
with respect to leadership in the field of mental health services, 
since the federal board role has changed, and responsibility for 
overseeing mental health centers is now with the 50 states. Re- 
cently, we have seen some private foundations provide leader- 
ship in this domain. One of these is sponsoring a major demon- 
stration (referred to by Dr. Mechanic) which will examine innova- 
tive ways to bring mental health services to persons who are the 
most severely mentally ill. 


Social attitudes have also been affected by progress in scien- 
tific understanding. New research on the brain and sophisticated 
technology such as CAT scans and Magnetic Resonance Imaging 
(MRI) have shown some promise of revealing the biological 
factors that underlie mental illness, particularly psychosis. These 
advances in technical skill have been accompanied by a growing 
public acceptance of the ‘real’ nature of mental illness and greater 
promise of specific treatments. As Dr. Mechanic points out in his 
remarks, society’s perception of the nature of a problem affects the 
way the problem will be dealt with, both conceptually and finan- 
cially. However, even while the bioiogical components of mental 
illness are beginning to be understood, the need for improved 
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treatment is increasingly recognized as a problem involving 
social, organizational, and systems integration issues. Since these 
issues are being addressed at the outset in India’s approach, 
internal coordination is likely to proceed rapidly as the system 
grows. This means that knowledge of biological treatments and of 
service delivery systems will have to be infused into the primary 
care system as needed. 


As for the third factor, changing value systems and public 
opinion as we learn more about the nature of mental illness and 
how to provide services it will be necessary for both countries to 
educate the public and their political representatives about our 
findings. As it now stands the American public is sympathetic to 
the service needs of seriously mentally ill persons, but is frankly 
skeptical of the mental health field’s capacity to deliver appropri- 
ate care. One twenty-year period of policy at the federal level saw 
the rise of community mental health centres. CMHCs (in the eyes 
of many) have fallen far short of providing care for persons 
affected by seriousand persistent mental illness. Although CMHCs 
have served a broad range of mental illnesses and mental health 
concerns, policy makers and planners must now try to find new 
ways to service the seriously and persistently mentally ill popu- — 
lation. All of us here want to see a higher priority put on mental 
health and mental illness, but to get that focus from the political 
arena we must demonstrate that we can set priorities ourselves, 
that we can back up our priorities with solid research information 
about services and prove that what we are doing is making a 
difference to the most severely mentally ill patients. 


Dr. R.M. Varma — INDIA 

We had today two remarkable presentations on evolving 
health care in the two large democracies of the world. Why | 
mentioned democracy in particular is, health care has been a 
question which has gone through crisis and evolved to a level. As 
was said by my previous speaker there are several similarities 
bothin the problems that are presentand the desire and urge to get 
a policy planning into effect. I will mention only a few points from 
both these papers. Today, there is a fast change in the world and 
it is very relevant that a seminar like this is occuring right at this 
moment. As far as India is concerned a beautiful paper was given 
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_ of the various committees in the changing pattern of political 
Status and social status of the country. This was in 1983. the Health 
Poticy document, the sheet of anchor of which was acommitment 
to Health For All by 2000 A.D. carrying health to the periphery and 
_ community participation ona primary health care (PHC) basis. It 
is 5 years since that has happened. Now, I think it is very very 
important in the context of a changing situation to have an insight 
into what has been the problems, if we achieved what we cher- 
ished as a goal. So here, I think it is important that the session 
should be directed towards health experiences as regards policy 
and planning of what has happened during this short period, of 
a rapidly changing period and include in it on to what we are. 
going to do. Regarding policy and planning, I would like to make 
a few comments. We area democracy, socialistically oriented with — 
goals, there are political, social and economic aspects. So all these 
have to be considered when we launch on a conscious planning 
and policy making activity. Now, politically I think the ideals 
mentioned in the democratic countries functioning is reaching out 
to the entire community without disparity. We are committed to 
a social ideal where without disparity health care should reach 
everybody. Socially, one point I would like to make here is the 
social aspects of the primary health care. We always tend to deal 
with the past in a fast changing situation I think the dynamic 
presence should come into it particularly because there is a 
communication explosion. We cannot go on wasting on a plan 
ignoring the most powerful dynamic presence, so I think that it 
should feature very strongly in the discussions that should come 
in, on these two papers. Economic, again in the policy context, we 
are going through an economic flux chaos as the scientists would 
callit. Globally ina very significant way but within India again we 
are facing this challenge of two particular aspects of economies 
and that is to establish economic stability with not much of 
resources and ensure economic growth for the commitment of 
Justice which we have undertaken. It is here that the policy, 
arrangement and sensitivity of the policy making has to be taken 
into consideration in our discussion. We have already made 
certain policies and as you know one important thing that affects 
us is that health, education and social welfare are deficit depart- 
ments in any government. We must have a full understanding of 
the ‘zonal’ departments, if I can call it, which generate funds and 
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communicate our strategies and policy communications, ina way 
that would have a full understanding of this context. Now, the 
concept of health itself has changed. It was said how in the various 
approaches by various agencies health comes at the lowest prior- 
ity group in terms of health planning. Here I think the newer 
changes that have happened in the concept of health that is 
holistic, multidimensional aspect, multisectoral aspect involving 
almost all activities and its very relationship with the growth and 
development of individual and societies have to be powerfully 
communicated, its very important resource in the mental health 
aspect which relates to the very structural growth of the zonal 
department, I think we should communicate pretty well in the 
context of policy making. 


Now, few words about planning. Our nation has national 
characteristics and we must have the relating of community of 
nations also like the WHO, global movements etc. We must keep 
all thisin mind while evolving fora future - not in isolation but all 
round development. How to plan to bring out this. I think there 
are few important points. Community awareness, how to stimu- 
late community participation and how to develop manpower. All 
these have been beautifully described but the software have to be 
discussed in more detail at this moment. Total organisation of 
structures, an administrative aspect, how to relate it to the already 
existing systems and utilising all the technological breakthroughs 
along with the cultural growth to take place having specific 
geoculturaland individual specialities. All these have to be guarded 
to, if we have to gain by what has happened and to evolvea policy 
and funding decisions. Lastly I think it is a challenge and a 
responsibility of the policy scientists to streamline enough soft- 
ware, to provide really effective material and methods for the 
policy makers to implement the recommendations everywhere. 
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FLOOR DISCUSSION 


Dr. Vijaynagaswami 

How justified are the national policy planners in planning 
policy without really taking into account the felt-needs of thecom- 
munity ? Instead of acommunity intervention program could we 
speak in terms of community prevention practice ? Mental illness 
and mental disorders have been prevalent in India for centuries 
and the community has obviously adopted some mechanisms, 
some coping styles. Is it not time for the national policy planners 
toassess what type of coping styles the community has evolved on 
its own and then try and strengthen them, instead of offering an 
intervention package which might or might not be useful for the 
community ? Next, is it not also time for health service utilization 
to be studied in greater detail ? Establishing the service system 
first and then studying utilization would possibly be quite short- 
sighted because once a service is established it might be difficult 
to improve utilization at a subsequent stage, if mistakes are made 
in planning. 


Dr. G.N.N. Reddy 
There is no doubt that mental illnesses have been in existence 
ever since man was born. If you go to the villages today, what is 
happening is either they go to the traditional healers or go tosome 
priests or somebody else to get help. Chandigarh and Bangalore 
studies have shown that the patients were often locked up or were 
allowed to wander about. Would we accept this ? We also were 
under the impression that people follow their own pattern of 
looking after them, and they may not come to the doctors. Where 
the primary health physician has been trained, patients are taking 
help from them. There is no doubt that we have to see the coping 
mechanisms we have, and strengthen them, along with the pres- 
ent system of providing help to those whoare really suffering. The 
coping mechanisms can be looked at in different levels. One is for 
serious mental illnesses and another is the coping mechanisms for 
_ minor mental illnesses. 


Dr. Murugappan 
When we gointo the community, what we see really is not the 
community mental health care but communal mental health 
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problems. This I probably feel is a reflection of social realities. 
Have we given any importance to this in the national health 
policy? 


Dr. G.N.N. Reddy 

The communal problems are applicable to any program or 
any activity you take up whether it is economic growth, the 
political aspect, or any other aspect. This is a problem of the 
society. lam not sure whether health or mental health alone can 
take a lead in this and assume full responsibility. 


Dr. D. Mechanic 

completely agree with Dr. Reddy’s comments. In fact think 
our experience in the USA should bea cautionary tale. Inthe USA 
during the 1960s and 1970s, it was the view that psychiatrists and 
mental health professionals should get involved in changing 
communities to deal with social problems. The basic argument 
was that many of the causes of mental illnesses were in the social 
structure of the community and the organization of our value 
systems. This approach hurt mental health, because the popula- 
tion and the politicians became disillusioned with mental health 
professionals, whose skills were in treating patients, not changing 
society. So, I think before we go well beyond what we know how 
to do, we have to be very very careful. Also it is not for mental 
health practitioners to determine the political values of the soci- 
ety. As Dr. Varma pointed out, we are both democracies and 
political values have to be resolved through the democratic, 
political process. 


Dr. C.R. Chandrasekhar 

_InIndia, health insurance policy is being introduced. I would 
like to know from US experience, is there over-usage of services 
and also abuses of the services in the insurance system ? 


Dr. Mechanic 

Weactually havea very elegant experimentin the USA which 
tries to look at the effects of different types of insurance, how 
different types of insurance effect how much services people use 
and whether it affects health ina positive or negative way. That is 
a study costing $100 million to do. It is called the ‘Rand Health | 
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Insurance Experiment’. And in this experiment different people 
were randomized into insurance programs, some which were 
completely free and some where they had to pay differentamounts. 
In general, for inpatient care, whether patients have to pay or not 
did not affect inpatient care because, for the most part, doctors 
make the decisions about admissions. In the outpatient situation, 
when patients have to pay a significant part of the cost, what we 
call coinsurance, they were likely to use less services. I should 
point out that in the mental health field that is particularly the 
case. When people who use outpatient care in mental health pay 
(coinsurance), they tend to use much less care thanif the insurance 
covers all of the cost. That does not really speak of abuse because 
the fact that they use more care does not mean that they are 
abusing that care, indeed, there is no reason to believe, from this 
insurance experiment, given the rates of use, that there is much 
abuse. When you made sick poor pay part of the cost, they were 
less likely to use the medical care facilities and they aremorelikely _ 
to suffer ill effects on their health. It is very hard to measure these 
changes in health effects, but for the sick poor, the need to pay part 
of the insurance was a barrier to their getting the care which they | 
clearly needed and would have benefitted from. 
Dr. V.K. Varma : | 

Since 1938, that is almost fifty years ago, there have been nu- 
merous pclicy pronouncements regarding the total health care in 
this country including the Bhore Committee and the recent Kartar 
Singh Committee and Srivatsava Committee reports. My ques- 
tion is : in spite of all these policies that have come out how the 
health service should be geared for the whole country, what 
research activities have been undertaken to find out whether the 
best approach to health personnel. I am specificaily pointing out 
that in all of these resolutions we find that the main emphasis has 
been towards the health workers. We know that there are various 
other types of health professionals in the community; for example, 
the indigenous healers etc. In the area of mental health what 
contributions could have been made to this infrastructure if we 
had imparted better mental health training in the undergraduate 
medical education ? There are several ways of looking at how 
mental health services could be augmented in the country. Which 
one of these is most effective isa research issue and nota substitute 
for action which we are doing already. 
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Dr. G.N.N. Reddy 

The question is whether the health system has succeeded or 
failed. If we read the analysis by Ashis Bose (1980) we have some 
answers. One of them is that we have emphasized hospitals, 
doctors etc. Secondly, as a result of financial constraints the 
attention of the planning commission and the Government wason 
communicable diseases till recently - so called killer diseases. ] 
would like to submit that we have made some progress. For 
example, smallpox has been eradicated completely; other prob- 
lems like tuberculosis, and leprosy are comin g undercontrol. The 
National Health Policy (1983) has emphasized community par- 
ticipation as well as the role of voluntary organizations so that 
meaningful action will result. With regard to research issues 
about health workers, traditional healers medical students and 
their relative impact, I would agree that this should be Studied. 
The undergraduate education has to be changed. This is an issue 
which all of us have to take it up earnestly. 


Dr. V. Ramakrishna 

All along in our policy development, we have been concen- 
trating on treatment and people oriented programs. Do we know 
how these mental health problems are generated in the commu- 
nity ? What factors really give rise to these problems ? Do we have 
enough data on which to make policy decisions ? What actions 
have been taken in the National Policy on the prevention of mental 
disorders and promotion of mental health ? Have there been any 
programsin theschools forthe promotion of mental health? What 
is the experience of mental health education in USA and whatare 
the lessons for India ? 


Dr. Mechanic 

With regard to the first question, I think all of us wish we 
seriously knew and understood the causes of mental illInessesand 
how togetatthe basiccauses. Our problem is that for themost part 
we do not fully understand or even partially understand the 
causes of mentalillnesses. Because w © do notunderstand that, our 
efforts are much less effective than if we had the basic knowledge 
to intervene more effectively. We have reason to think that, at the 
most basic level, proper prenatal care, and proper early nutrition 
during development are very important, not only to physical 


a 


health but to mental health. We have reason for some disorders, 
schizophrenia and depression, to think that there is an important 
biological factor which interacts with a variety of psychosocial 
and environmental factors. But we really do not understand how 
these interactions occur and what these basic mechanisms are. 
Eveninasevere conditionsuchas schizophrenia, we know that by 
modifying the environment of the patient, (the supports available 
to the patient, family process) that the functioning of the schizo- 
phrenic patient can be improved so that the schizophrenia patient 
is less disabled and does not develop the secondary disabilities 
characteristic of patients in custodial mental hospitals. Basic 
research in all of the relevant sciences-- biology, neurosciences, 
behavioural and social sciences -- is important. 


Mr. Keith Gomez 

In USA, nurses are the greatest in number (48,000), social 
workers (34,000), psychologists (28,000), and psychiatrists the 
least (20,000). In India, the situation is just the opposite: psychia- 
trists are at the top with around two thousand. Inthemana gement 
of the patients, whatis the exactrole of the different professionals? 
How much of time is expected to be spent ? Cana psychiatrist 
manage a larger number of patients teamed with nurses, social 
workers and psychologists ? Has any study been done on this ? 
This would have implications for the training of mental health 
professionals in India. Should there be greater emphasis on train- 
ing for paramedics, psychologists, social workers and can pri- 
mary health providers (the medical officers) be seen as extenders 
of mental health services. Can the PHC medical officer work with 
the psychologist and social workers to manage the psychiatric 
problems ? Have there been any studies on this in the USA ? 


Dr. R. Parthasarathy 

Whatis the policy approach with regard to manpower plan- 
ning in the USA ? How exactly are the staff/ patient or staff/ 
population ratios determined ? Do you find that changes are 
occurring in these areas with respect to knowledge or political 
influence ? Along with the shift to community care, are there 
adequate policy change to respond to this ? Is the policy dynamic 
with respect to knowledge change or not ? 
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Dr. F. Sullivan 

With regard to the manpower question, one of the comments 
Iam going to make with regard to the second session on primary 
health care is to ask this audience whether you would see the 
possibility of a psychologist or a psychiatric nurse being head of 
the treatment team, consisting of a psychiatrist, psychologists, 
psychiatric nurse and a social worker. The reason I would want to 
ask that question is that in our system the roles of the various 
professions are only slightly differentiated; certainly the prescrip- 
tion of medication and psychotropic drugs is the purview of the 
medical doctors but beyond that we see great similarities in each 
of the professions in what they contribute to running a local 
program, a hospital or a large institution. We have some large 
institutions where the chief officer is nota physician. It is fair to tell 
you that this is one of the most difficult questions for the US 
mental health field to deal with because it gets to all of the issues 
that are going to come up in the next sessions as to professional 
roles. I have to tell you that there is a good deal of rivalry amongst 
the representatives of the professional associations as to who 
should bein control of the treatment and whoshould be paid what 
for service. The fact of the matter is that we do not have good 
research information on how the various disciplines contribute to 
the overall treatment picture. 


Dr. D. Mechanic 

Dr. Sullivan points out the difficulties and relative roles of 
each of these mental health professionals. It is important to 
recognise that the psychiatric nurses, the nurses who work in 
mental health, largely work in institutions and they are salaricd. 
They suffer the same problems that nurses suffer in USA gener- 
ally; salaries are relatively low compared to salaries in other kinds 
of jobs, and that is one of the problems in maintaining nursing 
personnel. Social workers largely work in social agencies, and 
clinics. Lots of social workers want to be private practitioners and 
try to be private clinicians doing private practice on a fee-for- 
service basis. Most of the insurance plans do not reimburse social 
workers, so social work cannot grow as rapidly as it might if it 
were reimbursed. The reimbursement policy determines how the 
sector will develop. If we decided to reimburse social workers for 
mental health services in their offices the enrollment of social 
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work schools next year would double or triple or quadruple 
immediately. In contrast, for many years psychiatrists domi- 
nated, so that psychologists could not be paid for treating a patient 
unless they were under the supervision of a psychiatrist. The 
psychologists organised their profession very vigorously with a 
strong Washington office, and over the years they have broken 
away as an independent profession and have gained reimburse- 
ment under many insurance policies. Now, in most states, psy- 
chologists can be reimbursed for the services provided in their 
offices on a fee-for-service basis. Therefore, the number of clinical 
psychologists providing mental health services has grown very 
rapidly. All of these people, social workers, psychiatric nurses, 
psychologists and psychiatrists, are sharing psychotherapy, be- 
haviour management techniques and do the same things though 
they have very different backgrounds. As Dr. Sullivan pointed 
out, they have become highly competitive and they jockey for 
payment and try to maintain exclusive access for reimbursement 
of their services. They do not compete with the other professions. 
With regard to what determines staffing, this is one of the most 
difficult and fascinating questions in American health policy. In 
almost every one, there are tremendous variations from one area 
to an another area, that make nosense and have no relationship to 
the illness. For example, if you look at surgical procedures or 
medical procedures by state or smaller areas, the variations are 
multiple. One major prediction of how many surgical interven- 
tions you will have is the number of surgeons practicing in anarea. 
The number of interns will determine the number of specialised 
internal medicine procedures you have. So, basically what seems 
to determine the rate of staffing is the payrnent system and the 
availability of money to reimburse for the services provided. We 
do not really know what is adequate staffing for the care of 
different kinds of mental patient populations. Let me give you an 
anecdote to indicate how we do not know. We havea program in 
the USA which we are very proud of as a model. It isa program 
developed in the state of Wisconsin, a program for the community 
care of the mentally ill. It is a program to prevent hospitalization 
and teach patients psychosocial coping skills. A psychiatrist and 
a psychologist developed: this model over many years and it is 
being adopted all over the USA in different communities as it has 
been shown to work very effectively. A group of doctors from 
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Sydney, Australia came to Wisconsin and they learnt this model 
and replicated itin Sydney, Australia, once again with very same 
effects. They did an experiment and found that this kind of 
aggressive care in the community which provided basic medical 
and psychiatric care and psychosocial skills training was very 
effective and much better than the hospital care that they had. 
They were able to do it with one half of the staffing that was used 
in Wisconsin with noreal evidence that they did any less well than 
in Wisconsin. So, although we may use a very high level of staffing 
we do not always know whether that level is truly necessary, we 
really need very careful research to understand at what point 
when the staff becomes too small and we begin to see deteriora- 
tion in patient functioning and patient progress. 


ooo 6 


Relationship of Substance Abuse Treatment 
Services and Primary Health Care in the 
United States 


Jack D Blaine 


Historical Overview of Drug Abuse/Dependence Treatment 

In the early part of the 20th century, opiates and cocaine were 
common ingredients in many patent and prescription medicines 
and tonics with widespread use in the general population for 
medical and non-medical purpose. The general medical commu- 
nity provided treatment for persons experiencing difficulties 
from use of these substances. Scientific theory and medical opin- 
ion around the turn of the 20th century supported the provision 
of maintenance doses of opiates for treating opiate addiction by 
practicing physicians and “maintenance clinics”’. 

As Musto (1) notes, a series of progressive era reforms during 
the first quarter of the century served to remove treatment of 
opiate addiction from the domain of general medical care. These 
reforms included limitation of opium importation, limiting quan- 
tities in over-the-counter remedies, enactment of the pure Food 
and Drug Act which required labelling of contents including 
information on accuracy of claimed uses, the Harrison Antinar- 
cotic Law of 1914, which limited legal opiates to prescription only 
from registered physicians who were required to keep detailed 
records, and a 1919 Law and Supreme Court decision making it 
illegal to maintain an addict by physician’s prescription unless 
there was another illness besides addiction. Thus, the possibility 
of a medical treatment for addition was no longer available. Over 
the next several decades handling drug addition was the domain 
of law enforcement. 7 

As a result of these reforms, the use of these drugs was 
primarily confined to underprivileged inner large city (New 
York, Chicago) groups. Practically no medical treatment was 
available locally. The major source of treatment were the United 
States Public Health Service Hospitals, called “Narcotics Farms”, 
in distant, rural Lexington, Kentucky and Fort Worth, Texas. 
These hospitals were set up in 1929 to provide detoxification and 
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psychosocial therapy primarily for addicted Harrison Act viola- 
tors who were jamming the Federal prisons. The 1946 National 
Mental Health act established the National Institute of Mental 
Health (NIMH) as a component of NIH and included the two 
narcotics hospitals in NIMH. Unfortunately, most of those “suc- 
cessfully treated” at the narcotics hospitals rapidly relapsed to 
previous abuse/dependence patterns upon return to their home 
environments. In the late 1950’s and early 1960’s specialized 
heroin treatment in-patient facilities were developed particularly 
in New York City where the majority of heroin addicts lived. 
However, these local short-term medical facilities did not appear 
to have a meaningful effect on relapse’. 


In the mid 1960s through 1970s, an epidemic rise in heroin 
addiction occured and was accompanied by the spread to major 
metropolitan areas nationwide as well as diffusion out of the inner 
city ghettos. Law enforcement responses alone were clearly un- 
able to contain the phenomenon and its impact on crime and 
societal cost. Thus, the need became apparent for more readily 
available, effective treatment in local communities mirroring the 
direction of mental health treatment services. Propelled by the 
community Mental Health Centers Act, the focus of mental health 
care was shifting in the 1960s from large, rural state psychiatric 
hospitals to smaller, community-based mental centers. The 1966 
Federal Narcotic Addict Rehabilitation Act(NARMA) recognized 
the need as an alternative to prison for community based treat- 
ment facilities and established a mechanism to provide Federal 
funds to cities based on the extent of usage and need. Thus, 
community based treatment became more widely available first 
in the major metropolitan areas and then more diversely. Also, 
two national data systems, Client Oriented Data Acquisition 
Process (CODAP) and the National Drug and Alcoholism Treat- 
ment Utilization Survey (NDATUS), were set up for monitoring 
treatment services. 


Almost simultaneously in the mid 1960's, two very different 
types of community-based treatment modalities were born : (1) 
methadone maintenance, a medical-disease model, and (2) the 
therapeutic community (TC), an anti-medical, re-socialization 
peer-group model. Also, methadone became available in hospitals 


Relationship of substance abuse 99 


and out-patient clinics for short-term (21 days or less) detoxifica- 
tion of heroin dependence in order to facilitate outpatient drug 
free treatment. 


As larger numbers of heroin dependent individuals entered 
methadone maintenance programs, the high prevalence of chronic 
medical problems. (eg. poor general nutrition and health status 
chronic viral hepatitis, chronic lung disease including tuberculo- 
sis, venereal diseases, multiple bacterial infections) became ap- 
parent. Also clear was the general medical community’s unwill- 
ingness to provide for this necessary help. Therefore, the provi- 
sion of this primary health care was incorporated as an essential 
component in the rehabilitation services of methadone mainte- 
nance programs and other drug abuse/dependence treatment 
modalities’. 


During the mid 1960's use of marijuana and hallucinogens 
began to rise in association with the growth of the youth counter- 
culture involved with the civil rights and anti-Vietnam war 
movements. These increasingly white, middle-class, youthful 
illicit drug users, also rejected by traditional health care systems, 
sought care in “alternative” youth culture oriented systems: free 
clinics, hotlines and communal care. During the 1970's an epi- 
demic increase in marijuana use occurred particularly among 
youth and young adults as use spread to more traditional seg- 
ments of society and older age groups. This dramatic increase in 
marijuana use was accompanied by an increase in those users 
with a more uncontrolled usage pattern and increase use of more 
potent marijuana preparations and other potent psychoactive 
drugs: hallucinogens, amphetamines and cocaine, barbiturates 
and sedative-hypnotics and opioids’. 


The comprehensive Drug Abuse Prevention and Control Act 
of 1970 unified the drug regulation laws and together with the 
Narcotic Addict Treatment Act of 1974 provided focuson the need 
for treatment and rehabilitation of drug abuse/dependence in- 
cluding medical treatment. Under these Acts, federal treatment 
standards and conditions for use of methadone for maintenance 
and detoxification of narcotic addicts were developed and first 
published in 1972. The establishment of the White House Special 
Action Office for Drug Abuse Prevention (SAODAP) in 1972, and 
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the subsequent removal of alcohol and drug abuse programs from 
the National Institutes of Mental Health (NIMH) by the formation 
of new institutes. NIDA and NIAAA, within ADAMHA in 1974 
emphasized on the increased importance placed on alcohol and 
drug abuse. 

The nation’s system of treatment for drug abuse/depend- 
ency has continued to undergo major systematic changesin recent 
years. Several major changes are of particular significance. A 
rapid expansion of treatment programs occurred in the mid tolate 
1970s in response to the dramatic escalation of drug use and the 
availability of substantial Federal monies for treatment services. 
These funds were administered by NIDA and required States to 
match a small portion of the Federal funds which served to 
encourage states to actively enter the treatment service delivery 
system and to originate state offices to manage the treatment 
systems. Accompanying this expansion was a diffusion of drug 
abuse treatmentservices into the community mental health sector 
and the health system in general including significant involve- 
ment of the private sector. 


The Omnibus Reconciliation Act of 1981 established a new di- 
minished Federal role for ADAMHA emphasizing research and 
decentralization of support and management of the treatment 
services system. ADAMHA Services Block Grants to individual 
states were established which shifted oversight and data gather- 
ing responsibilities from NIDA and NIAAA to the States along 
with the treatment funds. Another major Federal policy shift was 
the increased emphasis on privatisation of drug abuse services as 
stated in the 1984 White House Drug Abuse Policy Office’s 
National Strategy. Increased private rather than public owner- 
ship of programs and authority for provision of services was 
encouraged. This focused attention on the increasing reliance on 
private insurance, donations, and client fees asa source of funding 
in lieu of public funds and the ramifications of for profitoperation 
on treatment services and effectiveness‘. By 1986, expenditures 
for state supported alcohol and drug abuse services were from the 
following sources: State funds 52% ADAMHA Block Grant 16% 
other federal government 3%, county or local agencies 9%, and 
other sources 20% (e.g., private health i insurance, client fees, court - 
fines or assessments)’. 


Relationship of substance abuse 101 


Substance Abuse and Primary Health Care 

A primary health care physician can be defined as “one who 
establishes a relationship with an individual or a family or a 
family and provides continuing surveillance of their health care 
needs, comprehensive care for acute and chronic disorders, in- 
cluding mental and/or emotional disorders or problems with 
alcohol or drug abuse. The physician in the primary care setting 
could also provide access to the health care delivery system for 
those disorders requiring the services of other specialists. Another 
recent definition of primary care states that it generally refers to 
the routine medical care and services people receive on first 
contact with the health care system for a particular incident, i-e., 
prevention, maintenance, diagnosis, limited treatment, manage- 
ment of chronic problems, and referral’”*. Based on this definition, 
drug abuse/ dependence program staff have become the primary 
health care providers for a large proportion of this population. 


Despite the significant Public Health problem posed by drug 
abuse /dependence, the general medical community has, for the 
past 70 years, had minimal interest in the treatment of illicit drug 
abusing / dependent persons relegating their treatment to special- 
ized treatment settings. This disinterest and minimal involve- 
ment appears to have, in part, a historical basis which was 
discussed above. The drug abusers’ general health care provider 
appears, in large part, determined by the severity of their sub- 
stance abuse syndrome (based on severity in seven problem areas 
commonly affected by substance abuse/dependence : alcohol 
abuse, drug abuse, medical, legai, employment, education, fam- | 
ily, psychiatric’. Those at the moderate-to-severe portion of the 
spectrum are often alienated from traditional society. They re- 
ceive their substance abuse treatment from speciality substance 
abuse treatment programs that often serve their primary health 
care needs as well. Those at the milder end of the spectrum are still 
integrated into traditional society and receive their primary health 
care from the traditional medical providers; family practitioners, © 
obstetricians and gynecologists, pediatricians, psychiatrists and 
internists. 


Although the deleterious effects of alcohol and other drugs of 
abuse/dependence have been recognised for over a century, 
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primary care physicians do not diagnose and treat substance 
abuse in their patients with the same accuracy and frequency as 
they do other diseases. A 1982 American Medical Association 
(AMA) survey found that almost 3/4 of physicians felt either 
ambivalent or incompetent about treating alcoholism. Further- 
more, one study of general hospital admissions found alcoholism 
diagnosed in less than 5% of the admissions although alcohol 
involvement was evident in 20% to 50% of the cases’. In a recent 
study, only 32% of primary care physicians diagnosed alcoholism 
with maximal certainty despite the availability of many symp- 
toms and supporting laboratory evidence. Another 33% diag- 
nosed alcoholism as somewhatlikely. In contrast, 96% recognised 
peptic ulcer or gastritis as very likely’. In another study, a 20% 
prevalence of alcohol abuse was found in patients admitted to 
orthopedic and medical services of a community based hospital. 
Only 63% of the alcohol abusers were detected by their physicians, 
and the physicians addressed the alcohol problems with the 
patients in only 24% of those recognized". Also, Malla and Mer- 
sky" found that among adult patients consulting their family 
physician for routine medical problems, 11% showed definite 
evidence of a alcoholism while another 6% showed probable 
evidence based ona screening questionnaire and symptom check- 
list. However, physicians only recognised alcohol abuse or that 
alcohol contributed to the medical diagnosis in 50% of those 
showing definite evidence of alcoholism despite the presence of 
significant alcohol-related medical illnesses. 


Unfortunately, comparable information has not been gath- 
ered about drug abuse/dependence. However, there is little 
reason to believe it would be any better. The available information 
would rather lead to the conclusion that diagnosis and treatment 
of drug abuse/dependence by traditional primary health care 
providers is virtually non-existent. While treatment of complica- 
tions of drug abuse is provided, the primary drug abuse is often 
unrecognized or ignored. Often based on minimal knowledge of 
or interest in this area, drug abuse/dependence is not viewed as 
a disease or illness but rather as immoral or deviant behaviour. 
Often when drug abuse/dependence is recognized, the patient is 
rejected and sent to the drug abuse treatment systems for medical 
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care. However, primary healthcare physicianscan playan impor- 
tantrolein providing care toa significant number of drug abusers. 


NIDA and NIAA have recognized this deficiency and are cur- 
rently emphasising the provision of education and training dur- 
ing medical school, residency and continuing medical education 
programs in the identification, assessment, diagnosis and effec- 
tive treatment and appropriate referral of substance abuse/de- 
pendence patients. Several centres will soon be developing medi- 
cal education and training materials with this primary focus. 


Epidemiology of Drug Abuse and Dependence 

As Millman’ notes in a recent review of drug abuse and 
dependence, “Through history, almost every society has used 
psychoactive substances for medical, religious, or recreational 
purposes” and has formulated rituals and formal sanctions to 
control their use. However, during the past 3 decades in the 
United States, these traditional control mechanisms were unsuc- 
cessful in containing an explosive increase in illicit psychoactive 
drug use and dramatic spread from primarily underprivileged 
inner city groups to the general population in all segments of 
society. Since the 1960’s, illicit drug use has become pervasive in 
American society. 


Evidence gathered through two major national surveys con- 
ducted by NIDA (A National Household Survey and a High 
School Senior Survey) showed increasing drug use from the early 
1970s peaking in 1979 when a slight reversal of the upward trend 
occurred except for cocaine which has steadily risen through the 
1980s. Table 1 presents 1985 population estimates of the number 
and the percentage of the United States population 12 years of age 
and older who used drugs non-medically". Most of the users are 
in the 18-25 and 25-35 years of age groups. Thirty three percent 
(33%) of the adolescent and adult population or approximately 62 
million people have used marijuana. Almost half used marijuana 
in the past year and one third in the past month. About 1/2 of the 
22 million ever-users of cocaine had used in the past year and 
about 1/4 in the past month. While about 50% of the 1.9 million 
ever-users of heroin used in the past year, an estimated 1/2 
million individuals have used heroin in the past month. Most of 
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TABLE 1 


NATIONAL HOUSEHOLD SURVEY : 1985 
NON - MEDICAL DRUG USE 
(for peopie 12 years of age and older) 
(total population 190,790,000) 


% Ever Use % Use in last 30 days 
Alcohol 86 (164 million) 59 (113 million) 
Cigarettes 76 (145 million) 32 (60 million) 
Marijuana 33 (62 million) 10 (18 million) 
Cocaine 12 (22 million) 3 (6 million) 
Stimulants 9 (18 million) 1 (3 million) 
Tranauilizers 8 (15 million) 1 (2 million) 
Analgesics 7 (13 million) 1 (3 million) 
Inhalents 7 (13 million) 1 (2 million) 
Hallucinogens 7 (13 million) 0.5 (1 million) 
Sedatives 6 (12 million) 1 (2 million) 
Heroin 1 (2 million) < 0.5 (<1 million)” 


* estimated as 0.25% (0.5 million) 


those persons who have used one or more of a wide variety of 
illicit psychoactive drugs do so experimentally a limited number 
of times, or intermittently in a controlled pattern, and suffer few 
adverse consequences necessitating treatment in the speciality 
drug abuse/dependence treatment system. However, a signifi- 
cant proportion, perhaps 10% to 25% depending on the specific 
drug, develop uncontrolled, compulsive and more destructive 
usage patterns associated with physical and/or psychosocial 
deterioration requiring intensive treatment bothof the drug abuse/ 
dependence and the resultant medical complications. Thus, the 
abuse of and dependence on illicit drugs has become a major 
public health problem and a leading cause of preventable, prema- 
ture death and disability, particularly among young people, 
either directly from the pharmacology (eg. overdose and acute 
toxic reaction), indirectly from pattern of use (eg. use of dirty 
needles causing hepatitis, endocarditis, Acquired Immune Defi- 
ciency Syndrome, homicide or from associated events eg. acci- 
dents, suicides or homocides °. 
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The National Commission on Marijuana and Drug Abuse” 
noted that an individual’s drug-related risk to health and risk of 
drug induced behavioral disruption is related to pharmacologi- 
cal, psychological and sociocultural factors. Risk was generally 
related to five usage patterns on the continuum of drug use: 
experimental, social-recreational and circumstantial, situational 
(intermittent), intensified (moderate), and compulsive (heavy). 
Based on the National Commission’s 1971 National Household 
Survey, approximately 15% of youth and adults had ever used 
marijuana. About 60% were classified as experimental users, 
about 20% to 30% used social-recreationally, and about 10% to 20 
had intensified or compulsive patterns of use. Unfortunately, 
pattern-of-use data are not available from recent national surveys 
to indicate the proportion of intensified or compulsive users of 
marijuana or another abused drugs. 


Another way of estimating severity is to consider intensi- 
fied /compulsive users to be comparable to diagnosable mental 
disorders. Using structured diagnostic instruments and specific 
research diagnostic criteria meant to assess patterns of symptoms 
severe enough to be of clinical interest, the Diagnostic Interview 
Schedule for DSM-III Disorders (DIS-III), the NIMH Epidemiol- 
ogical Catchment Area (ECA) household survey identified sub- 
stance abuse among the most common mental disorders"*"*, Life- 
time prevalence was about 13.3% for alcohol abuse/ dependence 
and 5.5% for drug abuse/dependence (11 million adults). Six 
month prevalence was about 4.7% for alcohol use/ dependence 
(11 million adults) and 2% (4 million adults) for drug abuse/ 
dependence. The substance use disorders were especially fre- 
quent in the 18-24 and 25-44 year old age groups. 


The Drug Abuse/Dependence Treatment System 

The most complete and accurate information available on 
this system is the last required CODAP report from 1981. Data on 
primary drug of abuse for the 249,742 admissions to drug abuse 
treatment programs receiving federal funds for 1981 indicate that 
opioids accounted for 44% of thead missions; marijuana, for about 
19%, stimulants (amphetamines and cocaine), for about 13.5% 
and sedative/hypnotics, about 8.5%. The proportion of primary 
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drug atadmission toa panel of 596 consistently reporting CODAP 
programs remained fairly steady during the early to mid 1980s 
except for a dramatic increase in cocaine admissions'”"®. In the late 
1970s and early 1980s private programs providing methadone 
detoxification and maintenance increased substantially but were 
not required to file CODAP reports. In 1983 California began to 
require these private methadone programs to file CODAP like 
reports. Forty-four private methadone programs were identi- 
fied which were not included in the 1981 CODAP report. These 
programs accounted for an additional 35,300 heroin admissions 
(30,109 detoxification and 5,191 methadone maintenance). If the 
heroin admissions from these private methadone programs are 
added to the heroin admissions reported in CODAP, heroin was 
the primary drug of abuse for about 150,000 admissions in 1981 
(approximately 1/2 of all admissions). 


Since 1985 the states have reported voluntarily on the re- 
sources and services of treatment programs receiving state funds 
including ADAMHA Block Grant monies to the National Associa- 
tion of State Alcohol and Drug abuse Directors. These non- 
standardized state reports are gathered from existing program 
data rather than a uniform, standardized data form. Therefore, 
considerable variability exists across programs and states and the 
information is of uncertain reliability and validity. Nevertheless, 
a dramatic increase in treatment admissions appears to have 
occurred during the mid 1980s especially for cocaine and other 
non-opiate drugs. This substantial increase in the number of 
reported admissions to treatment may in part be accounted for by 
an increased number of programs receiving state funds and now 
reporting to the states. Heroin now accounts for about 1/3 of 
admissions in which primary drug problem is specified while | 
cocaine is listed in 28% of admissions. Marijuana continues to 
account for about 21% of these admissions. Other specified drugs 
(amphetamines, other opioids, PCP, barbiturates, tranquillizers, 
other sedatives, other hallucinogens and inhalents) together ac- 
count for 18% of designated admissions. 

Data on frequency of primary drug use for the month prior to 
admission are only available from CODAP data. In 1981 the 
specialty drug abuse treatment programs for the most part admit- 
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ted intensified and compulsive users whose frequency of use in 
the month prior to admission was several times daily to several 
times weekly forat least 74% of those admitted. Thus, the specialty 
drug abuse treatment system appears to have been developed to 
serve the needs of drug users on the severe end of the drug use 
spectrum, primarily intensified/compulsive users. 


Unfortunately, similar data are not available regarding 
number and usage pattern of substance abusers in the primary 
health care provider system. NIMH data available on drug abuse 
admissions to mental health services indicate that in 1985, 3.7% of 
admissions (49, 289 patients) to hospital psychiatric services had 
drug abuse disorders'?. Some unpublished NIMH census data 
gathered from mental health treatment organizations”? indicate 
that alcohol and drug abuse patients comprise about 8% (approxi- 
mately 217,000) of the patient population in inpatient, outpatient, 
residential and partial care treatment settings excluding general 
hospitals. | 


The only data available on the association of drug use behavi- 
our and treatment for psychological or drug abuse problems in 
general medical, mental health or alcohol and drug treatment pro- 
grams come from Wave 2 (1981) of the Epidemiological Catch- 
ment Area study in 4 of 5 sites (St. Louis, Baltimore, Los Angeles, 
and Durham”. Obviously, an extrapolation of data from these few 
sites to national data cannot be made. About 80% of approxi- 
mately 16,000 household residents randomly surveyed in 1982 
had never used any non-prescribed psychoactive drug five times 
or more. Approximately 13% had ever used a drug 5 timesor more 
without any recent problems considered necessary for a DSM-III 
diagnosis of substance abuse or dependence (eg. pattern of patho- 
logical use, impairment in social or occupational functioning, 
drug tolerance or withdrawal symptoms). The remaining 7% had 
used a drug 5 times or more and had experienced at least one 
drug-related problem within the last year resulting in a current 
drug abuse diagnosis. 


Marijuana was the most commonly used drug with about 
14% of the population surveyed having used it 5 times or more. 
Between 2.5% to 4.6% had used amphetamines, cocaine, barbitu- 
rates, tranquillizers, or psychedelics while heroin and other opi- 
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ates had been used by about 1% to 1.5% of those sampled. 
Diagnosable drug abuse as a proportion of the 5 times or more 
ever users varied considerably by drug. About 5% to 6% of the 
barbiturate, psychedelic, amphetamine and tranquilizer users 
were abusers while about 8% of the opiates other than heroin, 10% 
of the cocaine users, 11.5% of the heroin users and 18.5% of the 
marijuana users qualified as abusers. 


Thirteen percent (13%) of those who had never used a drug 5 
times received any mental health care from the general medical or 
mental health care system in the preceding year compared to 19% 
who had used a drug but without abuse. However, considerable 
numbers of drug abusers had received mental health care in the 
preceding year. About 27% of the abusers of one drug with any 
drug-related problems versus 43% of abusers of either 2 or more 
drugs or experiencing 2 or more drug-related problems received 
mental health care in the prior year. In marked contrast, a rela- 
tively small number of drug abusers (1% to 4%) and virtually no 
5 or more times ever-users without any drug-related problems 
received care in drug treatment programs in the preceeding year. 

When specific drugs used were considered, a similar pattern 
of care emerges. While 13% of those who never used a drug 5or 
more timesreceived mental health care, an average of 26% of those 
who used 5 or more times without abuse (ranging from 18% for 
marijuana to 36% for opiates other than heroin) and an average of 
41% of the specified drug abusers received mental health care in 
the prior year. Abusers of heroin (77%), other opiates (62%), 
tranquillizers (59%), cocaine (35%) and marujuana (24%), ac- 
counted for the differences. Thirty-five percent (35%) of heroin 
abusers had received drug treatment program in the prior year in 
contrast to 5% to 6% of psychedelic and tranquillizer abusers and 
1% to 2% of marijuana, cocaine and other Opiate abusers. 


Therefore, using the best available data from the National 
Household Surveys and Epidemiological Catchment Area Sur- 
veys, approximately 40% of the United States population 12 years 
of age and older have ever used a psychoactive drug non-medi- 
cally (about 80 million people). Approximately 13% have used 5 
times or more but have not had pathological use pattern, func- 
tional impairment, or tolerance and withdrawal in the past year 
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(about 26 million peopie). Approximately 7% can be categorized 
as drug abusers who experienced drug-related problems in the 
prior year (about 14 million people). Lessithan 2% of the abusers 
had received care from the drug treatment programs in the prior 
year (about 300,000 persons in 1981). In contrast, 19% of the users 
without problems (about 5 million people) and 30% of the drug 
abusers (about4 million people) received mental healthcare inthe 
general medical or mental health care system in the prior year. As 
noted earlier, the speciality drug abuse treatment system appears 
to have developed to serve the needs of drug users on the severe 
end of the drug use spectrum, mostly intensified /compulsive 
abusers. Even using conservative estimates of intensified /com- 
pulsive abuse based on DSM-III diagnostic criteria, only about5% 
to 10% of intensified /compulsive abusers are admitted to treat- 
ment each year in the speciality drug abuse treatment system. 
Many more received mental health care, although not necessarily 
drug abuse focused, from the general medical and mental health 
services system. Numerous users and abusers receive health care 
from general medical providers whoare unaware of their patients 
drug use. It would appear prudent for general medical providers 
to develop improved skills and increased focus on the identifica- 
tion, assessment, diagnosis and effective treatment or appropriate 
referral of drug users and abusers in order to provide more 
comprehensive care to the full spectrum of this population. 
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Integration of Mental Health with 
Primary Health Care — Indian Experience 


R. Srinivasa Murthy 


“No individual should fail to secure adequate medical care because of 
inability to pay for it ,as much medical relief and preventive health care 
as possible should be provided to the vast rural population of the country. 
Health services should be provided as close as possible to the people in 
order to ensure the maximum benefit to the communities to be served.” 


/ — Bhore Committee (1946) 


/ “The health personnel engaged in such mass compaigns must be trained 
‘ to tackle all health problems in any area while the overall supervision for 
particular disease may require special attention through specialists in 
rural area. It is neither possible nor desirable to have separate agencies to 
deal with separate diseases.” / 

/ — Mudaliar Committee (1962) 


“In India, we would like health to go to homes instead of large numbers 
gravitating towards centralised hospitals. Services must begin where 
people are and where problems arise.” 
— Smt. Indira Gandhi 
World Health Assembly (May 1981) 
Introduction 
In the field of mental health care, since the World War II, sup- 
ported by development of specific therapeutic measures, care of 
the mentally ill in non-institutional settings has been the focus of 
attention. This approach referred to as ‘community psychiatry", 
‘community mental health movement, 'non institutional care,” 
has been the subject of much controversy. The process of provid- 
ing care Outside the confines of hospitals has resulted in much 
misunderstanding and strong reactions. Often it is thought of as 
a poor substitute for ‘costly’ institutional care, thus attracting less 
support from professionals and planners. This is not appropriate 
as growth of mental health services has been a reflection of the 
societal norms and developments more often than simple profes- 
sional decisions. For example, the’ MORAL TREATMENT phase 
was a response to the poor conditions in which mentally ill were 
kept in homes and jails. 
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The following quote by Beck in early part of the nineteenth 
century is illustrative : 
“Moral treatment consists in removing patients from their residence to 
some proper asylums, and for this purpose a calm retreat in the country 
is preferred, for it is found that continuance at home aggravates the 
disease, as the improper association of ideas can not be destroyed.” 


Similar was the view of Dorothea Lynde Dix in mid 19th 
century : 
“Hospitals are the only places where insane persons can be at once 
humanely and properly controlled. Poor houses, converted into mad- 
houses, cease to effect the purpose to which they were established, and 
instead of being asylum for the aged, the homeless etc., are transformed 
into perpetual bedlams” (4). 
Similar shifts in places of care has been noted since then - “often a new 
approach is a response to the evils of an existing system of care” 


In the West, community care is associated with much contro- 
versy. Hawks? has questioned the moral basis for rejecting insti- 
tutional care, if not justified on therapeutic or economic grounds, 
and asks if this does not also mean rejecting responsibility for the 
incurable patient. Freeman’ opines that community care should 
be more than merely transferring activities from psychiatric hos- 
pitals. Lin’ considers the four different models like hospital- 
based, medical school based, community based, voluntary organ- 
isational based and suggests the fifth model of primary healthcare 
model to hold more promise for the future asitcan easily reachout 
to the community providing both curative and preventive mental 
health. The problems of comrnunity care, especially co-ordination 
has been considered “the most sought after but the most elusive 
Operational component in comprehensive menial health care 
system in all countries®. Feldman? views the community mental 
health centre movement in USA to have generated a debate with 
‘great potential for the improvement of mental health services 
through out the world.’ Jones”? views the new movement as an 
attempt to abolish the old framework of care and not yet agreed 
on satisfactory one to take its place: She has also referred to thelow 
level thinking, highly charged enthusiasm and an atmosphere in 
which myths flourish like providing continuity of care and coor- 
dinated servicesas universally possible. Shealso views ‘integration 
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as disintegration of the mental health services, the kind of team 
work we have may mean the loss of the specialist skills’. On the 
other hand, Biegel" considers 'more effective integration with the 
significant majority who now require care but currently do not 
receive any that reflects psychiatric involvement in either its 
planning or implementation’. One other view is to refer to the 
dramatic Italian experience of closure of mental hospitals with 
uncertain and confusing results’. The more positive views to- 
wards community care are, the fact that primary health actions 
has served to change attitudes towards disease and health in 
general as well as towards mental illness; it has served to sensitize 
workers to important wider psychosocial issues’. Similar is the 
view of committee on Preventive Psychiatry, ‘the best interests of 
the public as well as of the profession requires psychiatrists to seek 
out and use every possible opportunity to help private care 
physicians develop their diagnostic and therapeutic skills in 
mental health’™. | 3 

Mental health professionalsin developing countries consider 
the alternative approaches to mental health care as being advan- 
tageous and appropriate especially as there are no large mental 
hospital networks and professional groups to resist new ap- 
proaches to develop service patterns on a clean canvas'*"®,_ 


Development of Mental Health Services in India 

There is no specific mention of mental hospitals in the ancient 
Indian writings. The first reference was to that of the Mandu 
Mental Hospital in Madhya Pradesh established by Mahmood 
Khilji (1436-1467)"”. However, certain temples in India were spe- 
cially associated with care of the mentally ill persons'®. Attempts 
were made to segregate the mentally ill towards the middle and 
later parts of the 19th century. Forsaken stables, barracks and 
prisons were freely used and wherever necessary, high walls were 
build to house the patients. Until 1905 all the 'asylums' were under 
the charge of civil surgeons. At the time of Independence in 1947, 
there were 15 mental hospitals with a bed strength of 10,000 fora 
population of 400 million! The last mental hospital was built in 
1966. Current mental hospital facility is 21,139 hospital beds in 42 
mental hospitals for a population of nearly 800 millions. The 
inadequacy of the mental hospitals is in terms of the limited bed 
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strength (New York has the same amount of bedsand Holland has 
26,000 beds for a population of 15 million), the unequal distribu- 
tion (one fourth of the beds are in the State of Maharashtra with 
population of less than ten percent of the country) and the very 
poor facilities in terms of living conditions, staffing and budget. 
These factors have contributed to the negative image and an 
occasional scandal that mars the image of the mental hospitals. 
Parts of the problems of mental health care comes from the social 
stigma attached to mental hospitals. es 


1.2 General Hospital Psychiatric Units (GHPU) 

This has been an ‘important’ change in the field of psychia- 
try'’. This has been a slow and silent change but in many ways a 
major revolution in the whole approach to treatment of the 
mentally ill persons. The first GHPU was established in 1933 at 
Calcutta. However, the real spurt in setting up of these occurred 
in the(1960's./ Most of the units were started in collaboration with 
neurology and named as | Mmeuropsychiatric clinics’) The establish- 
ment of GHPU had a number of advantages namely (i) they were 
situated right in the community and more accessible and ap- 
proachable, (ii) families could easily visit and relatives stayed 
with ill persons and learnt to look after the ill persons, (iii) there 
was no stigma of the mental hospital and mental health care, (iv) 
there were no legal restrictions of admissionand treatmentand (v) 
proximity of other medical departments assured high quality of 
care for the ill patients with associated physical problems. In the 
country, these centres also became the focus of research and 
postgraduate training in psychiatry. Wig"? summarises the two 
decades of intense growth in this area as follows : | 
“With the coming of general hospital psychiatry units, psychiatry has 
come to age in India. It has broken the walls of mental hospitals but it has 
yet to break the mental walls of the hospital based psychiatry, to become 
larger community based mental health movement. As today’s general 
hospital psychiatrist is a far cry from mental hospital alienist of hundred 
years ago. Similarly tomorrows mental health professional will be 
considerably different than today's psychiatrist. Perhaps the part of old 
psychiatry must die if new mental health movement has to succeed. The 
old leaves must fall off if new flowers have to bloom. Time appears ripe 
for revolution and change to meet the future needs“. 
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Currently there are about 200 GHPU's of varying sizes with 
an average bed strength of 20 in-patient beds and daily outpatient 
services. However, the situation is far from satisfactory as major- 
ity (75%) of the population units of 1 to 2 million (districts) do not 
have even one psychiatrist or psychiatric unit or mental health 
professional even in 1987!. 


1.3. Community Care Programme 

The next phase of development of mental health services has 
been the community care approach. The impetus for this ap- 
proach has come from the following sources, namely (i) the 
commitment of the country to provide health service to all, (ii) the 
Alma Ata Recommendation on Primary Health care. It is salient 
tonote that the WHO International Conference on Primary Health 
care has included promotion of mental health as one of the 8 
components of primary healthcare. The Conference recommends 
that primary health care should include at least “education con- 
cerning prevailing health problems and the methods of identifying, 
preventing and controlling them, promotion of food supply and nutri- 
tionand adequate supply of safe water and basic sanitation, maternaland 
_ child health care including family planning, immunisation against 
major infectious diseases, prevention and control of locally endemic 
disease, appropriate treatment of common diseases and injuries, PRO- 
MOTION OF MENTAL HEALTH (emphasis added) and provision of 
essential drugs” (20). (iii) the existence of a large infrastructure of 
general health services (PHC system), (iv) the approach to utilise 
multipurpose workers and rural doctors to provide health care to 
rural people, and (v) the realisation of the magnitude of severe 
mental disorders in the community (at least 1%) and availability 
of simple interventions for these conditions. 


The development of community care programmes in India 
differ from the developments in the west in the following areas, 
namely, (i) as noted under 3.2. the available specialised mental 
health manpower is extremely limited, (ii) the primary healthcare 
development is in a process of growth and stabilisation and (iii) 
the approach aims towards primary provision of care through 
community care rather than as an extension of the larger mental 
health care infrastructure. 
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In other words, the mevement aims at not only community 
care but utilising the available care and appropriate resources in 
the community to meet the mental health needs of the ill 
persons. As noted earlier, issues of closing down of the mental 
hospitals, altering the established professional roles and demand- 
ing involvement of families are not the central part of the move- 
ment. There are no such barriers to breakdown. This development 
and related issues are dealt in greater detail in sections 5,6 and 8. 


Anindication of the importance of this approach is the devel- 
opment of the National Mental Health Programme for India - 
(1982)?!. This has been considered in detail in an earlier paper in 
this symposium”. 


3. Current Mental Health Needs and Utilisation Patterns 


3.1. Magnitude of the Problem 

Till about a quarter century, no data was available regarding 
the prevalence of mental disorders in the country. Two of the 
major national health planning committees refer to this lacunae in 
their recommendations. Bhore committee in 1946” concluded 
that :"..... Evenif the proportion of mental patients has been taken 
as 2 per 1000 populationin India, hospital accommodation should 
be available in India for at least 8,00,000 mental patients as against 
the existing provision for a little over 10,000 beds for the country 
as a whole". 


Sixteen years later in 1962, the Mudaliar Committee on health 
planning expressed that; “...... reliable statistics regarding the 
incidence of mental morbidity in India are not available. It is 
believed that enormous number of patients require psychiatric 
assistance and services”, 


The next 15 years (1962-1977) was marked by a large number 
of epidemiological studies in the community, psychiatric hospi- 
tals and clinics and in special community groups. The most 
important studies in this area are that of Surya”, Dube”, Sethi et 
al’’529, Ganguli®, Wig”, Kapur”, Verghese®, and Nandi™. These 
and other spidemiological studies resulted in an increased aware- 
ness of the wide prevalence of mental disorders in the community. 
It also resulted in partly eliminating the myth that 'mental disor- 
ders are not common in rural India’. The findings of these surveys 
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has been summarised in Table-1. The findings show that the 
reported rates are widely different for neuroses while there is less 
variation in rates for the severe mental disorders. Similarly stud- 
ies of primary care have demonstrated the significant burden of 
mental disorders”. 


3.2. Current facilities and utilisation of services 

The current institutional facilities for treatment of the men- 
tally ill consists of 42 mental hospitals with a total bed strength of 
21,139°%. The total number of patients treated as inpatients in the 
year is 50,036 in 1984 (36 centres of the 46 reported) The high 
estimate of inpatient treatment in these care facilities can be 
1,00,000 per year. In addition they would be providing outpatient 
care to about one million. Thus the total number receiving care 
would be less than 10% in the country, of the 1% severely mentally 
ill persons. When the total mental health needs are considered the 
estimated coverage of services would be around 1-2%’. This 
figure is likely to be fairly stationary as the addition of new 
facilities and trained manpower is not keeping pace with the 
growth of the population. In comparison, any small sized Euro- 
pean country (eg. Holland has more mental health facilities with 
less than 2% of the population of India!) 

The other aspect of the problem is the information regarding 
the utilisation of the services. Systematic studies of utilisation of 
services contacting mental health facilities of different types” 
show that nearly 30-50% drop-out after initial contact and only 
about a third complete the treatment programme. There are 
indications that those with chronic illnesses and coming from 
longer distances are the poor utilisers of the services*” *” *. The 
overall impression is that institutional care is still a very limited 
option for the mentally ill in India. 


3.3. Problems of the mentally ill in the rural areas 

India is a country of villages. There are more than half a 
million villages of differing population sizes. Over 75% of the 
villages have less than 1000 population and more than 60% are of 
about 500 people. Majority have problems of communication and. 
have limited regular access to basic needs like sanitation and 
water supply. The National Health Policy estimates that only 31% 
of the population has access to potable water supply and 0.5% to 
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basic sanitation®. 

The needs of the mentally ill has been studied by a number of 
investigators. The studies in the villages of Sakalawara area of 
South India show that about 90% of the persons with schizophre- 
nia and epilepsy were ill for more than one year at the point of 

_contact® . Similar findings have been reported from the rural areas 
of Raipur Rani in North Indian State of Haryana” ®. On enquiry, 
almost all the persons have sought help from locally available 
traditional healers” “ and few who have come in contact with 
modern medical services have continued the same. Recent sys- 
tematic studies of mentally ill in the rural areas show that prob- 
lems of transport, cost of treatment, lack of awareness of the 
available help and wrong beliefs in supernatural causation have 
been the main reasons for the large majority of the mentally ill to 
‘suffer in silence’ *”. 


3.4. Poor funding support | 

The health care in India and policy formulation have been re- 
viewed in detail by Reddy”. The funding of mental health pro- 
grammes have been extremely limited. Large part of the funds go 
towards the mental hospitals with their staff salaries and mainte- 
nance of inappropriate buildings and farms. Often there is not 
adequate funds for the regular supply of drugs and modern 
equipment for investigation and treatment of the mentally ill. The 
total allocations for mental health care in the last six Five Year 
Plansis extremely small. In the7th five year plan (1985-1989) there 
is an attempt to include mental health as an area for support. This 
poor funding reflects the low priority to mental health as well as 
the negative images that are in the minds of the planners, people 
and professionals®. 


4. Importance of Primary Health Care Approach for Mental 
Health Care 
4.1. Alma Ata Recommendation 
Internationally, primary health care (PHC) has been consid- 
ered the desirable approach to provide health services and move 
towards the goal of Health for All by the year 2000. The essentials 
of PHC are universal coverage, accessibility, approachability, 
acceptability, and affordability with active community participa- 
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tion. This approach is specially relevant to a country like India 
with vast geographic areas with small population units of varying 
religions, beliefs and practices. It is important to recall that the 
components of PHC includes promotion of mental health as one 
of the 8 components”. 


4.2. Health Policy of India 

The Alma Ata recommendations have been adopted by In- 
dia. After 40 years of health planning, there has been a shift away 
from big hospitals to small units like health centres and increasing 
importance to the paraprofessionals. The most recent statement 
on National Health Policy* lays special emphasis on the preven- 
tive, promotive and rehabilitative aspects and identifies the fol- 
lowing approaches: (i) comprehensive network of primary health 
care services; (ii) transfer of knowledge, simple skills and tech- 
nologies to health volunteers, (iii) building of individual self- 
reliance and effective community participation, (iv) well func- 
tioning referral system, (v) provision of services in an integrated 
manner, (vi) organisation of domicillary services, (vii) specialised 
service centres, (viii) encouragement to private medical personnel 
establishments (ix) special programmes for mental health care 
and care of the handicapped persons and (x) active involvement 
of voluntary agencies. 


Specifically, it refers to mental health care as follows: 

“Special well coordinated programmes should be launched to provide 
mental health care as well as medical care and the physical and social 
rehabilitation of those who are mentally retarded, deaf, dumb, blind, 
physically disabled, infirm, and the aged. Also, suitably organised 
programmes would require to be launched to ensure against the preven- 
tion of various disabilities”. 


The peripheral health workers have come to be an important 
part of various health activities in the country. Some of them are 
traditional birth attendants (TBA) for maternal and child health 
services, personnel in leprosy, and other major communicable 
diseases and anganwadis for pre-school children’. Thus in the 
country there is both a tradition and acceptance of the paraprofes- 
sionals with varying responsibilities including use of limited 
range of drugs. 
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There are many reasons why peripheral health personnels 
(Health workers, medical officers) are important in the develop- 
mentof strategies toexpand mental healthcare. First, since mental 
health services are geographically beyond the reach of most 
villagers, the PHC personnel are often the principal source of 
contact for any type of health service and the only source of help 
in most instances for any type of mental disorder. Second, cur- 
rently, there is about one psychiatrist per million population in 
India and other mental health professionals, particularly in the 
rural areas, the peripheral health personnel serve not only as the 
intermediaries between those health care specialists who do work 
in the rural areas and the population. Third, many of the beliefs 
about mental disorders present among this rural population 
prevent the use of even what limited facilities and resources exist. 
The peripheral health personnel therefore are the individuals best 
placed to alter the attitudes and beliefs of the community so as to 
encoura ge the use of more modern services. Finally, the treatment 
of those selected as priority conditions in the rural areas often 
require the use of medication over long periods of time. In this 
situation, the closer the source of help, the more likely the accep- 
tance of the treatment and compliance". 


Similar reasons have prompted the involvement of parapro- 
fessionals and non-specialists in mental health care. The efforts of 
Lambo”, Egdell*!, Swift, Climent? have demonstrated the 
potential effectiveness of paraprofessionals. 


5. Experience of Integrating Mental Health with PHC 
5.1. Public sector 
The community mental health movement in the country 
began about a decade back. The direction of work in this areas 
shows greater utilisation of evaluative approaches. Some of the 
major studies and their approaches are summarised below : 


Raipur Rani Project : This project was part of a WHO mul- 
ticentred International Collaborative project titled ‘Strategies for 
Extending Mental Health Care’ (1975-1981) involving 7 develop- 
ing countries. The countries involved were Brazil, Colombia, 
Egypt, India, Phillippines, Senegal and Sudan. Raipur Rani block 
in Haryana state, North India was the Indian project area. 
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The focus for the project was the evaluation of anintervention 
approach of integrating mental health care with general health 
services. The study area covered 60,000 population with 4 doctors 
and over a dozen paraprofessionals. Systematic efforts were 
made to collect initial data, select priorities, develop a specific 
intervention programme and evaluate the impact. The interven- 
tion period was one year. The results are of two types. Nearly 4 per 
thousand of the population had started receiving care in the 
population through the existing health facilities (Table - 2). 


The repeat studies in terms of health staff interview, screen- 
ing of clinic patients, key informant attitudes showed changes. 
The scope of the project was limited in not collecting systematic 
data regarding the components of care like the number of persons 
identified by health personnel, adequacy of care and level of care 
provided and the overall impact of the care on all individuals. 
However, the initial effort and results showed the possibility of 
basic mental health care through general health services. The 
project results contributed to the development of the National 
Mental Health Programme (NMHP)'*™. 


TABLE -— 2 
Distribution of Patients at Subcentres under treatment (May, 1980) 


Sub centre Clinic Day Registered Patients 
Psycho- piles Depre- Others Total 
sis psy ssion 


Ramgarh Monday 11 19 7 5 AY 

Kot Wednesday 2 33 11 2 38 

Rattewala Wednesday 6 9 4 - 19 

Barwala Monday 5 12 i 2 26 

Mouli Monday 12 14 6 3 aha 

Piarewala Friday 12 14 7 1 34 

Khatoli+ Saturday 1 1 1 1 4 
Total : 197 

Raipur Rani : Friday Clinic : Weekly 50-60 old patients, 10 new cases. 

+ Initiated in April 1980. — From Wig et al. (1981). 


Sakalawara Project* * * : This project was initiated in the 
villages of Karnataka, South India in 1975 in order to develop 
models of mental health care. The initial efforts were to systemati- 
cally collect data from the rura! population to understand the 
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magnitude of mental health problems, existing patterns of utili- 
sing care, the burden of illnessand the impact ofa domiciliary care 
programme. The results showed both the need and the possibility 
for community care. Asa part of this project separate 'manuals' of 
mental health care for doctors and health workers and training 
programmes were developed. However, the available data does 
not allow for interpretation of the interventions and the impact 
except in descriptive terms. As noted above this experience along 
with the Raipur Rani project led to the development of NMHP™. 


ICMR-DST Project on 'Severe Mental Morbidity” 

This is a 4 centre collaborative project with centres in North, 
South, East and Western parts of India (Baroda, Bangalore, Cal- 
cutta and Patiala). Each of the centres covered a population of 
40,000 to 60,000 and utilised the same research design of baseline 
observations-intervention-repeat population survey. 


This project had an evaluative design and provides data on 
the impact of an intervention programme. Unfortunately, by the 
very ambitious nature of the project it met with operational 
problems and the final data does not do justice either to the effort 
of the researchers or the strict methodology utilised. Table - 3 
gives the summary of findings of the project. 


TABLE - 3 

Bangalore Baroda Calcutta Patiala‘ Total 
No. of cases identified 395 181 285 517 1378 
during final survey 
No. of cases identified 72 36 58 66 232 
and managed by the PHC 
team during the inter- 
vention phase 
Percentage of the 18.2 10.0 20.4 12.8 16.8 
cases managed by 
PHC team. 


The main essence of the study was the intervention by trained 
primary health centre personnel to integrate mental health into 
the general health care programmes of the PHC. It was an effort 
at task oriented operational research in the field of mental health 
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services. About 20% of the actual cases were detected and man- 
aged inone year by the PHC team aftera brief training. There were 
noticeable changes in the social functioning of these cases follow- 
ing the intervention by the PHC team. There was also change in 
the attitudes of the community towards mental health in a posi- 
tive direction. 


The most valuable outcome of thisintensive effortin 4 centres 
is the identification of a number of issues for future research. The 
areas identified for further work included modification of train- 
ing programmes, simpler record system, a method of monitoring 
and developing administrative supports. 


ICMR Project 'Mental Health in Primary Health Care’®: This is 
a recently completed project (1985-1987) involving 1,00,000 popu- 
lation. The approach is one of an analytical one rather than an 
experimental design. However, the effort of this research work 
has provided detailed information of the roles of the health 
workers, doctors, the level of care provided, the characteristics of 
patients utilising help and details of the administrative and pro- 
fessional support issues (Table 4 & 5). The full data make it 
possible to develop programmes to optimally utilise the primary 
health care personnel for mental health care. 


TABLE — 4 
Solur Project 
Number of persons identified and referred by Health Workers 

Period Total Epilepsy Psychosis Other 
First quarter 213 153 20 40 
second quarter 128 80 34 14 
Third quarter 45 28 6 11 
Fourth quarter 32 29 3 - 
Fifth quarter 24 17 6 1 
Sixth quarter 50 31 5 14 
Total 492 338 74 80 


OO LLL ere 
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Jaipur Project : This project was undertaken in the state of Rajast- 
han North India (1982-1984) involving two primary health centres. 
The intervention included the application of the training method- 


TABLE —5 


Diagnostic break up of patients receiving care in the 
different health facilities of solur project 


Health centre Total Epilepsy Psychoses Other 
Ssolur 94 70 11 13 
G.M. Halli 74 60 3 11 
S. Ghatta 64 60 1 é 
Marur 57 ihe 4 6 


Kudur 158 142 12 4 


ology developed in the earlier two projects” ®. The results of the 
project (Table — 6) show that the health personnel are able to 
identify, refer and care for the mentally il! persons. An additional 
observaticn was that supervision has to be an essential part of the 
work to be undertaken by the non-mental health personnel. 


TABLE —6 

Persons Identified by Health Workers in Two PHCs. 
Diagnosis PHC Jahota PHC Bichun 
Epilepsy 24 24 
Mental Retardation 42 23 
Psychosis 26 14 
Depression 32 | 30 
Other neurosis 12 39 
Total 136 130 


(From Shiv Gautam, 1986). 


Bellary Project : The studies reviewed above have utilised popu- 
lation units of 40,000 to 1,00,000. These population units and 
health care infrastructures form only 5 to 10% of a larger health 
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administrative unit in India namely a ‘District’. There are 400 
districts in India and the average population of a district is about 
1 to 2 million. In 1984, it was realised that for a viable model of 
integration of mental health with general health services it is 
necessary to consider work involving a district (about 15 to 30 
times the size of earlier project population units). Such an effort 
has been taken up since 1985 by NIMHANS, Bangalore. 


Bellary district is about 320 kms. from Bangalore. It has a 
population of 14,89,225 (1986). The health infrastructure includes 
19 primary health centres., 7 general hospitals, 31 primary health 
units, 18 allopathic dispensaries, 6 urban family welfare centres. 
The number of doctors is about 100 and there are 600 paramedical 
personnel. | 


The basic approach of this project is (i) decentralised training 
programmeatthe district level, (ii) provision of mental healthcare 
in all health facilities, (iii) involvement of all categories of health 
and welfare personnel., (iv) provision of essential psychotropic 
drugs, (v) a simple record system and (vi) mechanism of moni- 
torng. 


TABLE — 7 
District Mental Health Programme, Bellary 


Statement showing Taluk-wise detection of cases with 
rate per 10,000 population for the year 1986-87 (June to July 1987) 


Name of the Population Cases detected -  Rateper 10,000 
Taluk (1981) 1985-86 1986-87 population 
1985-86 1986-87 

Bellary 3,85,714 764 1,567 19.8 40.6 
Siruguppa 1,48,929 197 339 13:2 22.7 
Sandur 1,26,658 89 262 7.0 20.6 
Hospet 2,29,290 359 482 15.6 21.0 
Kudligi 1,65,679 327 384 19.7 ~ 
H.B. Halli 98,814 132 161 toad 16.2 
Harapanahalli — 1,57,627 322 487 20.4 30.8 


Hadagalli 90,600 331 313 36.5 34.5 
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The results of the first two years (Table 7) shows that it is 
possible to provide basic mental health care with primary health 
care services. The experience has greater relevance as the direct in- 
volvement of méntal health professionals is limited. The results of 
this project in the coming years can demonstrate the feasibility of 
providing mental health care at primary health care level at a 
model development level. 


The training of general doctors to provide mental health care 
has been taken up by the mental health professionals ina number 
of centres in India. Currently more than a dozen centres in 
different parts of India are regularly training doctors and moni- 
toring their work. Manuals of mental health care for doctors have 
been developed by Bangalore, New Delhi and Ranchi centres. A 
manual of mental health for multipurpose workers (non-physi- 
cian health workers) has been developed by Bangalore centre. 


9.2 Private Sector 

General practitioners form a major part of the total number of 
more than 284,000 doctors in the country”. They are providing 
care in the private sector and form an important resource for 
mental health care in India. They work both in rural and urban 
areas and their services are utilised both by the rich and the poor. 


In India, involvement of GPs have been carried out bothinan 
organised manner and informal contacts. The latter takes place in 
the form of (a) courses by psychiatrists organised by such profes- 
sional agencies like the Indian Medical Association. (b) informal 
discussions that naturally take place between the referring gen- 
eral practitioner and the psychiatrist either in service or in private 
consultation. When there is a healthy mutual professional liaison 
it further strengthens the efficacy of formal, organised training 
programmes. 


The more formal continued effort in training GPs in psychia- 
try has been going on at NIMHANS, Bangalore over the last 11 
years’). with accumulated experiences of about 10 courses 
of varying types. They vary in the form, frequency and duration 
(Table 8). In addition, an ICMR collaborative research effort was 
undertaken in 1982-84 involving 3 centres (namely Bangalore, 
Hyderabad, and Vellore) successfully testing the method and 
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TABLE - 8 
Training Programmes For General Practitioners Conducted 1977-1986 
Year No. Duration 
iff 1977 40-50 Monthly half day for two years 
2 1979 Bie Once a week for one year 
3. 1979 28 Once a week for 16 weeks 
4. 1981 14 Three days 
2 1981 15 Two days 
6. 1981 12 Daily half day for 6 days 
7. 1981 11 Daily sessions (Refresher for 
trainees of 13) 

8. 1982 9 Daily half day for 6 days 
9. 1982 a Once a week for 25 weeks 

10. 1984 12 Daily for 6 days 

BE 1986 11 Two sessions a week for 8 weeks 


material developed at NIMHANS, Bangalore®. 


The findings of these experiences are of importance. For 
example, (i) it has been noted that GPs are generally poor corre- 
sponders, responding poorly to postal and/or newspaper com- 
munication with a response rate of about 20%. However, they 
respond more positively on personal contact. This was specially 
effective when liaison service was available; (ii) a GP tends to 
jealously protect his unique professional freedom and dreads to 
function as an extension or extra pair of hands of specialists; (iii) 
the GP expects their patients to be referred back to their care when 
they refer patients, (iv) a specialists plan of managementare often 
not practicable in the primary care setting of general practice, (v) 
neurosis, depression, alcohol related problems, sexual problems, 
psychosomatic and somatopsychic problems are overwhelm- 
ingly represented in clients of general practice, and (iv) the GPs 
seek to acquire practical skills rather than acquire theoretical 
knowledge™. 


This area offers a major avenue to enhance the mental health 
manpower in the country with comparatively minimal inputs. In 
the coming years, this area is expected to receive greater, nation- 
wide professional support. Working in this field is easier com- 
pared tosimilar work in publicsector (section 5.1) because the GPs 
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are eager to acquire skills by which to achieve both professional 
and consumer satisfaction. And therefore, itis much easier for the 
health professionals to establish a working and teaching relation- 
ship with the GPs to the ultimate benefit of the community. 


59.3 Special Groups 

5.3.1. Children : The experience of integrating mental health care 
with primary healthcare work has notreceived the sameattention 
so far. Studies have shown that nearly 20% of the children attend- 
ing primary health care facilities are having emotional problems. 
The focus of work so far has been on mental handicap only”. Even 
in this area, the results have not been satisfactory. However, 
efforts have been made to integrate child mental health with 
school system utilising teachers” and the pre-school child care 
personnel’. These have been reviewed in detail elsewhere in this 
symposium®. 


5.3.2 Disaster population : There is growing awareness of the 
mental health needs of disaster population. Disasters like floods, 
draught, fire and mass violence increases the mental health needs 
of the population. Only recently systematic studies of the disaster 
population to understand the mental health needs have been 
undertaken. The studies of Bhopal gas disaster have shown the 
need for organising mental health services for the disaster popu- 
lation. The paucity of the mental health professionals and the 
sudden needs of vast population groups necessitates that care is 
provided by the primary healthcare personnel. Such an approach 
to train the PHC physicians by short one week training was 
carried out recently. A special Manual of Mental Health was also 
prepared for use by the doctors”. There is need to enlarge work in 
this area and make mental health care an integral part of all 
disaster care activities. 


5.3.3 Tribal population : The needs of tribal populations and mi- 
norities and isolated population groups have not received atten- 
tion of professionals. These groups of populations not only have 
very limited access to services but also have special needs of their 
own. The strong cultural belief systems, the low literacy, limited 
availability of the mass media call for special efforts. In the future 
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activities, development of models of care for these groups should 
receive importance. 


9.4 Experience of other Developing Countries 

~ A number of other developing countries in Asia, Africa and 
South America have been experimenting with this approach. In 
Colombia, auxillary nurses have been found to be able to provide 
care for the non-psychotic problems.» In Tanzania, a National 
Programme has been launched with this approach. In the recent 
years, pilot programmes have been started in Bangladesh”, Egypt, 
Nepal”, Pakistan”, Indonesia” involving population groups of 
30,000 to 4,17,000. The initial reports suggests that the approachis 
not only relevant but also effective in reaching the sections of 
population not reached by the institutional facilities. An interest- 
ing observation is that there are variationsin the type of personnel 
involved in the mental health care, the degree of responsibility 
given for use of drugs and the mechanisms of support and 
supervision by the professionals, in the different countries. 


6. Evaluation of Integration of Mental Health with Primary 
Health Care 3 
The different experiences of integrating mental health with 
primary health care have been evaluated at various levels. Some 
of the studies have been largely descriptive”, some have used 
indirect indicators of staff change” and others have utilised an 
experimental model for the feasibility evaluation. The overall 
findings of the evaluation shows that it is feasible to integrate 
mental health with primary health care. However, a number of 
issues for future work have been identified. These are (i) identifi- 
cation of approaches to priority selection, (ii) comparison of 
different training programmes, (iii) level of mental health care 
achieved (iv) limits of mental health care by PHC personnel, (v) 
identification of indicators of community care and model of 
analysis and (vi) support and Supervisory processes. 


7. Experiences from the Western Countries 
The community mental health movement in the western 
countries has been different from that in developing countries®® 
* 114 (See section 1.3). The issues of community care by mental 
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health professionals and non-professionals have been studied 
froma number of countries. The issues that have emerged in this 
movement are many. They need to be considered, though not 
directly applicable to developing countries, asat some stage of de- 
velopment they will also become issues of importance. Some of 
the areas identified by Western authors are, (i) the fear of disinte- 
gration of the mental health services, (ii) the problem of profes- 
sional roles, (iii) unwillingness of some professionals to accept to 
work as part of a team, (iv) problem of models of care to be used 
from biological to social, (v) costs of care, (vi) problems of co-or- 
dination, (vii) problems of sharing power, (viii) problems of 
evaluation of impact, especially in programmes of prevention, (ix) 
confidentiality of information and (x) problems of community 
| participation. | 
It is also relevant to point out that the existence of a highly 
organised PHC system does not necessarily lead to easier integra- 
tion of mental health care. At least some observations point to the 
limitations of the family doctor as the key person. The reasons 
have been due to the limited role of the family doctor. He did not 
actually control the resources, so he could not allocate, he could 
only refer. He could notnecessarily get a bed when he wanted one. 
He had no power to allocate between different kinds of services 
under different kinds of administrative control. Hedid notalways 
know the differences between a mental welfare officer and a 
psychiatric social worker and many general practitioners did not 
havea high opinion of either the skill and knowledge necessary to 
recognise a range of medical and social services available in the 
local community, these were not part of their training". Similarly 
the group for Advancement of Psychiatry in its report on ‘Mental 
health and Primary Medical care’ concludes : 


“Involvement in team work necessary to accomplish both 
teaching and service goals is not likely to be easy for the team 
members and will require constant effort and openness of com- 
munication. Change is always difficult, and psychiatrists, along 
with other physicians, have been reluctant to adapt to new pat- 
terns and to new quality controls, particularly many of these 
changes have been forced on them by legislators, if not the public. 
We believe, however that adaptation to these changes is good 
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psychiatric practice and will result in an essential contribution to 
holistic care in the treatment of patients and their families".” 


The experience from the West, point to the complexity of the 
process of integration and the need for continuous effort and 
adaptation from the professionals and primary health care per- 
sonnel. 


8. Issues arising from the Integration of Mental Health Care 
with Primary Health Care 
The experiences reviewed in the earlier sections present a 
picture of pluses and minuses. The pluses are the wide scope for 
providing care to large sections of the population withina reason- 
able period of time with minimum of investment. The minus side 
includes the issues of co-ordination, motivation and organisation 
of a new non-institutional systems. The following section dis- 
cusses some of the issues. | 


8.1 Role of professionals 

It has been recognised that for the integration of mental 
health with primary health care, there is need for the role of the 
professional tobe different. To be more specific the roleis different 
from the hospital oriented one. | 

The psychiatrist, for example (this is true for other profes- 
sionals like clinical psychologists, psychiatric social workers and 
psychiatric nurses) will have to devote significant portion of their 
time for supervision rather than direct patient care. Furthermore, 
because their workis carried outina field setting rather thanin the 
protected environment of a hospital or clinics, they have to often 
accept different levels of care more appropriate to the field situ- 
ations in which they are working. This calls for simplification of 
the mental health work. Finally they also need to acquire new 
skills and capacity to coordinate, which are not normally seen as 
being within the purview of a psychiatrist's abilities in the more 
traditional settings. At an individual level, it is not infrequent for 
the supervising psychiatrist's to feel overwhelmed and inade- 
quate for the multipurpose role in the community. itis needless to 
add that with a sense of openness and willingness to learn from 
people, this experience can be very satisfying and comparable to © 
the satisfaction from the clinical responsibility in a hospital’®. 
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To support the planned mental health programmes in the 
community, training of psychiatrists should include supervised 
experience in the above areas. This has been one of the important 
recommendations of the WHO Expert Committee on Mental 
Health”. At a practical level there is an urgent need to have field 
practice areas attached to psychiatric training centres in the differ- 
ent parts of the country. 


There are other sensitive issues that needs to be taken cog- 
nisance. The new approach will give no results if the different pro- 
fessionals, (i) set up artificial rigid boundaries between the differ- 
ent mental health personnel, (ii) do not devote enough time in 
terms of research etc., to enhance the knowhow in this area of 
work, and (iii) lastly, one will also come up face to face with issues 
lixe allowing for limited use of drugs by paraprofessionals and 
nonprofessionals as it has happened in the areas of maternal and 
child welfare, tuberculosis, family welfare, leprosy and malaria. 


To summarise the issues in this area, it can be said that the 
need is to accept this approach as the 'real alternative’ rather than 
second rate method. This can result by a new generation of mental 
health professionals growing up with these ideas, wide discus- 
sion, sharing of ideas and critical appraisal of the pilot schemes 
and inclusion of skills in this area during the training period. 


8.2 Roles of non-specialist physicians 

The non-specialist physician is the key individual to provide 
first contact care as well as to coordinate the PHC team. This 
requires that physicians are (i) provided adequate training in 
mental health as part of the basic undergraduate training, (ii) 
receive periodic refresher training, (iii) support and supervision 
by the specialist as a part of the routine work and ona regular 
basis, (iv) given adequate facilities in terms of interview rooms, 
drugs and necessary paraprofessional help and (v) seen as an 
essential component of mental health system rather than substi- 
tutes. There is aiso an another important outcome of the integra- 
tion of mental health care. The physicians are likely to become 
more sensitive to the larger individual emotional needs of al] 
patients which can jead to increase in investment for holistic care. 
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8.3 Role of paraprofessionals 

Paraprofessionals are an important part of the process of in- 
tegration of mental health with PHC (4.2). Some of the issues that 
need attention are (i) acceptance of paraprofessionals as primary 
care providers for a specified range of mental health problems (ii) 
identification of specific tasks suitable for the different levels of 
personnel, (iii) organisation of appropriate basic training and 
refresher courses periodically, (iv) acceptance to share informa- 
tion between the professionals and paraprofessionals as an ac- 
cepted part of work, (v) enhancing the status of the paraprofes- 
sionals by appropriate designation, pay scales and community 
status, (vi) involvement of paraprofessionals in the planning 
process, so that, they do not feel that they are taking ‘orders’ rather 
than carrying out an important component of care (vii) willing- 
ness of the professionals to train them and work with them, and 
(viii) development of mechanisms to review the process and 
problems periodically. 


8.4. Referral support 

It is clear from the initial experiences of Raipur Rani, Banga- 
lore, Jaipur, Hyderabad that referral support is an essential com- 
ponent of the process of integration. Referral support is required 
for two purposes, namely (i) to care for the patients under PHC 
team, for additional short periods of intense treatment (eg. suici- 
dal patient) investigation and (ii) to care for those who can not be 
cared for by the PHC system (chronic mentally ill with complex 
needs, multiple handicaps). It is estimated that for the present 
situation, there is need for referral support at least at the district 
level and as the programme becomes more popular at the taluk 
hospital level. Such support should include inpatient care, inves- 
tigatory facilities, occupational therapy, psychometirc assess- 
ment and behaviour and other therapies. 


8.5. Advances in mental health know-how 

This refers to the need for simplification of knowledge on 
sound scientific basis. It is to be recalled that the domiciliary care 
of tuberculosis was demonstrated scientifically before care of tu- 
berculosis moved out of the confines of the sanatoria. Similar ex- 
amples are there in the area of public health. It is self-evident that 
decentralisation and deprofessionalisation can occur only when 
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such knowledge is available in the areas of early recognition of 
mental disorders, their referral, initiation of treatment and their 
effectiveness. 


This is an important need. Firstly, professional colleagues 
have expressed doubts and reservations about the community 
mental health approach on the basis of the complexity of the 
mental health care. Opinions like treatment of psychiatric patients 
are based on experience, or the dosage and the type of drug used 
is too individual dependent, mistakes can be very dangerous etc. 
All these speak for the need for professionals to be the final 
arbitrators of the diagnosis and treatment. The second area of 
greater concern has been lack of research into simple but very 
important issues like the treatment schedules and use of drugs. A 
recent review by us of the antidepressant drug studies published 
in the country in the last two decades showed the lacunae clearly 
The review of more than two dozen reports showed that (i) the 
diagnostic criteria was very broad, (ii) the durationof use was four 
weeks in most of the studies, (iii) global evaluation of the improve- 
ment was the common approach, (iv) the relevance of age of the 
patient, sex differences, the duration of illnesses, the presence or 
absence of associated physical illnesses etc. have not been the 
subject of the study and (v) the dosage variations and different 
treatment regimens has not been studied to offer knowledge 
about the ideal dosage and duration schedules. Thus today most 
of the treatment of depressive disorders is largely experience 
based and varies from clinician to clinician. The above point is 
made as an example of the lacunae and the need for looking into 
areas traditionally thought to be not relevant when professionals 
are caring for patients. 


The needs in this area are urgent and should receive most 
stringent consideration at the earliest time possible. These should 
not be decisions based on adhoc manner on isolated pilotschemes 
but by research work in settings as similar to the field setting as 
possible. A few more areas that need immediate answers, namely 
(i) the relative effectiveness and safety of phenothiazines and ECT 
for acute psychoses and depression, (ii) the differences in the rates 
of relapse when the initial treatment for psychoses or depression 
is 3 months only as compared to 6 months to one year or more, (iii) 
the relapse rates for epilepsy when treatment is stopped after one 
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year of fit free interval versus 2, 3,4 o0r5 years, (iv) the methods of 
public education and (v) the cost effectiveness of rehabilitative 
measures with chronic patients. 

It.can be said that knowledge alone is not enough and quote 
the many public health programmes that have not become suc- 
cessful in spite of such knowledge being available (e.g. tuberculo- 
sis, malaria). However, none of us can doubt the need for sound 
knowledge for largescale planning. The recentintroduction of the 
health and welfare programmes like community volunteer 
schemes, ICDS and the mid-day meal scheme show how political 
will can initiate massive programmes touching the community 
with or without a good technical base. 


8.6. Public involvement and political will 

No major programme in the country can take strong roots © 
without adequate commitmentat the political leveland the public 
acceptance and support. The importance of policy makers” and 
community participation have been emphasised elsewhere. Po- 
litical forces play a dominant role in the shaping of the health 
services of a community through decisions on research allocation, 
manpower policy, choice of technology and the degree to which 
the health services are to be available and accessible to the popu- 
lation. Instances of how political authority and support can initi- 
ate major programmes is available from USA, especially the 
starting of the community mental health centre movement in the 
1960's and the current support for control of drug abuse. 


The general public forma vital link in the decentralisation of 
the services. Publicawareness isimportantat many levels: (i) cor- 
recting erroneous beliefs and exploitation of the mentally ill, (ii) to 
act as a pressure group to increase political support and (iii) to act 
as a support for professionals so that professionals continue to be 
sensitive to the larger needs of the community. 


8.7. Training for community care 

W.H.O. Expert Committee on Mental Health” on Organisa- 
tion of Mental Health Services recommended that — 
“specialised mental health workers should devote only a part of their 
working hours to the clinical care of the patients; the greater part of their 
time should be spent in training and supervising non-specialised health 
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workers who will provide basic health care in the community. This will 
entail significant changes in the role and training of the mental health 
professionals” (Recommendation 10). 


This need has been recognised in India currently and the 
training in thisarea is available to professionals in training, as well 
as for professionals desirous of initiating such programme. These 
are currently of 4 weeks duration. 


9. Research 

One of the most important aspects of integration of mental 
health care with primary health care is research on a continuous 
basis. The aspects of evaluative research and related areas re- 
viewed in the earlier sections point to the value of research. The 
efforts and focus should be to consider this alternative in depth 
and define the boundaries of care, as well as place the community 
care froma professional, administrative and organisational points 
ona sound foundation. As the integration progresses there will be 
shift in priorities, changing roles of professionals and paraprofes- 
sionals and all these should not be the result of adhoc individual- 
ised decisions but the outcome of systematic study. 


10. Conclusion 

The integration of mental healthin primary health care canbe 
viewed from two different angles. Firstly, it can be seen as a way 
of providing an identified level of basic mental health care by 
simple approaches to limited population groups. Such a need is 
not only present in developing countries with limited mental 
health professionals but in developed countries for the care of the 
rural population and isolated population units. Even in USA itis 
estimated that approximately 15% of the population is in need of 
mental health care at any given time. At the same time, probably 
no more than 20% (of this 15%) is receiving services from some 
aspect of the formal mental health care delivery system. Thus 
more than 80% of the population in need of care at any given time 
are outside the formal mental health care delivery system. Other 
studies have shown that the overwhelming majority of these 
people receive their care, from non-psychiatric physicians and 
other components of the general health care delivery system as 
well as social support groups and families. Biegel" opines that 
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‘more effective integration with the health care delivery system 
could enable us to reach the significant majority who now require 
but currently do not receive any, that reflects psychiatric involve- 
ment in either its planning or implementation’. 

The other way of viewing the integration of mental health 
care with primary health care in developing countries is to con- 
sider this as the primary method of mental health care and avoid 
some of the problems of high institutional and professional group 
emphasis. German has described this situation aptly as follows : 


“The major advantage for the psychiatrist in a developing country ts the 
very paucity of previous provision for the mentally sick. Thus, he does not 
have to expend his energies in frustrating attempts to dismantle an inert 
and cumbersome administrative infrastructure; nor does he have to 
concern himself with finding a method of absorbing large numbers of 
solidly built, prison-like mental hospitals into a more efficient and 
humane psychiatric programme. There is little need for him to struggle 
with large armies of personnel in various categories, each .... unwilling 
to change from the security of well-defined roles to meet the challenge of 
the present and future, (he has) at least a fairly clean canvas on which to 
develop (his) themes””. 

It is these possibilities that emerge on review of the ongoing 
work in the area of integration of mental health with primary 
health care in India, with much promise for the future. 
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Mental Disorders in Primary Care : 
Epidemiologic, Diagnostic, and Treatment 
Research Directions 


Herbert C. Schulberg & Barbara J. Burns 


An extensive series of investigations over the past 2 
decades clearly demonstrate that mental disorders are 
present in approximately 25% of primary care patients 
and that physicians underdiagnose these illnesses. The 
factors producing this bias are poorly understood and 
should be focused upon in future research. Also requir- 
ing much more study is the efficiency of pharmacologic 
and psychosocial treatments initially validated with 
psychiatric populations. Clinical trials should determine 
whetherstandardized interventions can be utilized with 
medical patients whose symptom profiles and organic 
comorbidity may differ from those of psychiatric popu- 
lations. 


Introduction 

Research into the nature of mental disorders in primary care 
settings is now in its third decade. Despite persisting problems in 
the design of needed studies, one must be impressed by the field’s 
vibrancy and diversity. Earlier reviews of primary care research 
indicate the progress to date’ as well as the optimistic prospectus 
for growing sophistication in the issues to be studied and the 
methodologies with which they are to be investigated. An antici- 
pated primary care research initiative by the National Institute of 
Mental Health in 1988 will likely stimulate still further refine- 
ments. Given past accomplishments and future funding prospec- 
tus, what guidelines may be offered withregard to future research 
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directions and priorities ? After presenting a brief overview of the 
field’s development, we will focus upon three key aspects of 
mental disorders in primary care settings: | 

1. The epidemiology of such psychiatric morbidity. 

2. Physician assessment and diagnostic practices. 

3. Treatment strategies and patient outcomes. 


Findings in each of these areas, factors affecting the interpre- 
tation of available data, and procedures for advancing present 
knowledge will be emphasized. 


Historical Overview 

The seminal work by Shepherd and his English colleagues in 
stimulating awareness of psychiatric illness among primary care 
patients can be traced back to the 1960s.‘ More than 2 decades 
later, activities of their General Practice Research Unit at the 
Institute of Psychiatry in London remain at the cu tting edge of the 
field. Parallel to the English contributions have been the NIMH- 
stimulated activities in the United States. These efforts also crigi- 
nated in the late 1960s, a time when this country’s mental-health 
providers were being pressured to demonstrate the cost-effective- 
ness of psychiatric care. The initial studies® responding to these 
pressures soon evolved into broader analyses about service deliv- 
ery and quality of care, as well as about the epidemiology of 
mentai illness among medical patients. 


American primary care studies during the 1970s typically 
were designed by NIMH staff and contracted to economists, stat- 
isticians, and health services researchers. They worked with large 
data sets abstracted from existing medical records and national 
surveys. As the focus shifted in the late 1970s from concern about 
service delivery systems to epidemiology and clinical Services, 
investigator-initiated grants started to replace contracts. Prospec- 
tive studies within a single or several health care organizations 
using quasi-experimental designs, perhaps even a clinical trial, 
became the dominant methodology. Much of this transition in 
focus and strategy resulted from the establishment by NIMH ofa 
Primary Care Research Program within the framework suggested 
by Regier’s 1977 position paper.” Indeed, many of the reports 
published during the past decade’ represent first and second 
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generation products from the NIMH investment of over $7 mil- 
lion in primary care research. 

With respect to systems research, perhaps its most critical 
finding is that almost 60% of the care for mental illness episodes 
is provided exclusively by general medical providers.’ This data 
generated much concern about the effects of organizational struc- 
ture and financing mechanisms on care delivery. Surprisingly, it 
was found that only slightly more persons turn to mental health 
specialists even when financial barriers are minimized.""? Con- 
cern about the structure of care also led to studies of whether 
psychiatric treatment can reduce medical utilization. This work 
has produced mixed results.“ To the extent that cost-offset re- 
search is revived, it probably will focus upon the hospitalization 
experience, where there is a greater potential for significant sav- 
ings”. 

In terms of studies regarding the prevalence of psychiatric 
morbidity among primary care patients and the manner in which 
such disorders are managed, Hankin and Oktay’s literature re- 
view comprehensively documented the need for objective diag- 
nostic assessments and quality of care research.'° We will note 
shortly that the first study using a standardized psychiatric inter- 
view with ambulatory medical patients found that almost one- 
third had a diagnosable disorder.” The recent Epidemiologic 
Catchment Area studies provide further evidence about the sig- 
nificant prevalence of mental iliness in this patient populationand 
their service utilization patterns.” 


A key research area, notreviewed here, consists of the efforts 
to increase physician recognition of mental illness. These include 
the training of family practice residents in interviewing tech- 
niques” and the providing of physicians with feedback on a 
patient’s psychological screening score. Some investigators found 
that such interventions produce little or no improvement in 
physician awareness”’”but others found that providing informa- 
tion about a specific disorder like depression does enhance the 
assessment process.” 


The somewhat discouraging results from earlier efforts toim- 
prove diagnostic practice have emphasized the clinical complexi- 
ties facing primary care physicians and the need for fresh research 
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directions.” During the 1980s, NIMH has, therefore, focussed, 
upon specific disorders such as depression’** and somatiza- 
tion”” and upon distinct populations such as children?"2and the 
elderly. In addition to these targeted efforts, NIMH staff have 
sought to inject a primary care perspective into all diagnostic and 
treatment activities.“ This broader strategy is spawning research 
on the characteristics of psychiatric disorders as they present in 
primary care versus specially mental health settings, clinical 
decision making process among generalists and specialists, and 
various related efforts aiming to clarify quality of care issues. 


Epidemiology of Psychiatric Morbidity 

Mental illness rates are derived from varying data sources 
such as patient self-reports on screening questionnaires, physi- 
cian assessments, psychiatric interviews, and standardized inter- 
view schedules. Initial prevalence estimates relied heavily on 
physician judgments and patient scoreson screening instruments 
like the General Health Questionnaire. It was thought that the 
varying prevalence estimates generated by these studies might 
stem from the differing case definitions utilized by each assess- 
ment procedure.» Presently, however, standardized interviews 
conducted with the Schedule for Affective Disorders and Schizo- 
phrenia (SADS), Diagnostic Interview Schedule (DIS), Clinical 
Interview Schedule (CIS), or the Present State Exam (PSE) const- 
tute the state of the art for establishing a psychiatric diagnosis. 
Indeed, nine studies have incorporated this more rigorous assess- 
ment procedure in formulating a diagnosis of mental illness 
among primary care patients. | 

A key purpose of standardized interviews is to enhance 
reliability in the diagnostic decision. Have they, then, produced 
more uniform prevalence rates ? A review of the pertinent stud- 
ies™*°°7" indicates that psychiatric morbidity rates still differ 
markedly, ranging froma low of 11% toa high of 36% (Table 1). Do 
these three-fold differences reflect true variation among primary 
care populations, or do they result from persisting problems in 
classification ? Furthermore, since the 6 month prevalence of 
mental illness among community samples“ is estimated at 15- 
20%, are primary care patients at equal or greater risk for persist- 
ing psychiatric morbidity* ? 
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TABLE“ 1 
Prevalence of current psychiatric illness estimated from standard- 


ized interview schedules 
ee es eee 


Investigator Study Interview Prevalence 
(ref. no.) site schedule rate (%) 
Bellantuono etal.” _ Italy CIS 36 
Cooper® Germany CIS 33 
Harding et al.” Developing countries Vor 11-17 
Hoeper et al.” USA SADS Ze 
Hough et al.” USA DIS i> 
Kessler et al. USA — DIS 22 
Schulberg et al.” USA DIS 31 
Skuse and Williams” England CIS 24 
Von Korff et al.” USA DIS 25 


SS rps eee na eng SS 
Abbreviations: CIS, Clinical Interview Schedule, PSE, Present State Exam, SADS, 
Schedule for Affective Disorders and Schizophrenia; DIS, Dia gnostic Interview 
Schedule. 


One strategy for exploring whether prevalence rates truly 
differ is to distinguish studies of American patients from those 
conducted with patients in other countries. The rationale for 
doing so is that service delivery structures, particularly gatekeep- 
ing practices, vary markedly between countries. When this dis- 
tinction is made, a slightly narrowed prevalence ranging from 15- 
31% is obtained in the five U.S. studies.%404143 Since socio- 
demographic factors influence the prevalence of mental illness, it 
is reasonable that a relatively low rate of 22% was derived among 
medical care users in the representative sample studied in the 
ECA sites!* while the highest rate of 31% was obtained in the study 
of low SES subjects sampled in Pittsburgh primary care clinics. 
The four remaining studies utilizing standardized psychiatric 
assessments were conducted with primary care patients in several 
different countries.””” The prevalence findings range from 11- 
36%, a wide-ranging difference, the basis for which is not readily 
apparent. It is difficult to determine from these various reports, 
whether, for example, unadjusted sampling factors such as sea- 
sonality and the impact of high service utilisers affected preva- 
lence rates. 
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Since standardized interview schedules have not produced 
consistent prevalence rates, it is possible that the classificatory 
system within which each suchinstrument formulatesa diagnosis 
is responsible for the variation. Thus, differing rates of psychiatric 
illness may be generated by DSM-III, ICD-9, and the multiaxial 
systems that assess symptoms, personality, and social state. 
However, no such comparative study has yet been conducted 
with primary care patients in a single practice setting. In contem- 
plating the design of sucha future study, researchers also should 
ponder whether distinct diagnostic criteria are required when 
assessing medical patients whose organic illness may relate to, or 
confound, a psychiatric diagnosis. For example, is it clinically 
valid to use somatic symptoms in diagnosing depression among 
medical patients, or should alternative symptoms such as cogni- 
tive impairment be substituted for the neurovegetative ones**? 


Another persisting ambiguity about the epidemiology of 
mental illness is whether symptom clusters in primary care pa- 
tients resemble or differ from those of patients seeking care in psy- 
chiatric facilities. Concern about “disease congruence” has been 
highlighted by inconsistent findings in studies of depressed pa- 
tients conducted in England and the United States. English inves- 
tigators have found that depressives treated in general practice 
are less severely ill, have briefer illness, and display a lower 
incidence of mood disturbance than psychiatric patients assigned 
this diagnosis.” In contrast, congruent depressive illness pro- 
files among primary care and psychiatric patients were reported 
by Coulehan et al. who found that somatic and mood symptoms 
were described with equal frequency by members of each cohort 
assigned the diagnosis of major affective disorder.” Preliminary 
analyses by Burns of data from three Epidemiologic Catchment 
Area Program sites about major depression found significantly 
more symptoms in speciality sector patients but no differences 
between them and general medical patients on such indices as 
number of prior depressive episodes or age of first episode. 


The question arises, then, as to whether the differences in 
symptom profiles for depression reported in the English studies 
are clinically valid, or whether they result from gatekeeping and 
more restrictive referral practices in the National Health Service? 
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Alternatively, are the congruent symptom profiles displayed by 
depressives studied in the Pittsburgh primary care and psychiat- 
ric facilities” clinically genuine, a sampling artifact, or perhaps a 
product of the Diagnostic Interview Schedule scoring algorithm 
that does not identify minor depressions ? Further studies are 
needed, therefore,to determine the extent of variation in mental 
illness among primary care populations. 


The last epidemiologic issue to be considered here is the 
natural course of psychiatric morbidity amongambulatory medical 
patients. What proportion remits spontaneously and what pro- 
portion persists at the level of caseness in the absence of treat- 
ment? Furthermore, is the natural course of mental disorders 
related to a patient’s clinical, sociodemographic, and constitu- 
tional characteristics? Such information would clarify the process 
of mental illness among medical patients and provide baseline 
Measures for determining the efficacy of drug and psychosocial 
treatments administered to this population. _ 


Despite the significance of such issues, few studies have ad- 
dressed them directly. This is not surprising since explicit assign- 
ment to a “no treatment”, condition is not usually conceived as 
clinically appropriate when psychiatric illness is identified in 
medical patients. Given the absence of direct evidence, one may 
turn to several studies than indirectly address the natural course 
of mental illness in primary care patients. In these investigations, 
psychiatric disorders were unrecognized in the vast majority of 
diagnosable morbidity and, thus, presumably remained un- 
treated.°!° The persisting caseness rate, upon follow-up time 
periods ranging from 6 to 36 months, was found to vary from 21- 
68%. This three-fold difference possibly stems from the use of 
patient cohorts with heterogenous psychiatric diagnoses and 
clinical severity levels. With regard to additional factors that 
could affect psychiatricoutcome, few investigators have analyzed 
such potential relationships. Mann et al. found that the presence 
of physical illness surprisingly is not associated with outcome in 
neurotic disorders.™ This suggests the need to elucidate further 
the clinical implications of comorbidity. 


While the preceding studies include ambulatory medical 
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patients with various psychiatric disorders, other reports focus 
upon the natural course of depressive disorders in primary care 
populations. Does diagnostic homogeneity influence rates of 
caseness of remission upon follow-up? The answer appears to be 
no. Improvement, in the absence of treatment, was again found to 
range from 18-70% in several studies restricted to depressed 
primary care patients. Again, however, many critical factors 
other than diagnostic homogeneity remained uncontrolled in 
these investigations, e.g., a patient’s number of prior depressive 
episodes. Interestingly enough, Schulberg et al. found that a high 
number of medical diagnoses is strongly associated with persist- 
ing depression” even though Mann et al. found no such relation- 
ship for comorbidity among neurotic disorders.™ 


We conclude that little is known about factors affecting the 
course of psychiatric morbidity among primary care patients 
when such illness remains untreated. Equally ambiguous is the 
natural course of untreated symptomatology among such pa- 
tients who score above the threshold on psychiatric screening 
instruments but who fail to meet diagnostic criteria for caseness. 
What proportion of these patients become asymptomatic, remain 
highly symptomatic (but at a subclinical level), or develop into 
diagnosable cases? Also, little is known about patient factors 
affecting these possible clinical courses. 


Physician Diagnostic Practices 

Given that approximately 25-30% of ambulatory medical 
patients have a diagnosable mental illness, how accurately is it 
assessed by primary care physicians ? The many investigators 
studying this issue consistently have found that medical clini- 
clans underdiagnose mental illness. Before suggesting future 
research that should focus upon patient, physician, and setting 
factors producing this diagnostic bias, we will briefly update 
findings regarding “hidden psychiatric morbidity” in primary 
care practice. 

Two key methodologic issues affecting studies of physician 
accuracy are: 


1) The range of psychiatric diagnoses about which a clinical 
judgement is being sought — are physicians more able to 
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indicate the presence of any such morbidity than to ascertain 
the presence of a particular mental disorder ? 


2) The criterion measure against which the physician’s formu- 
lation is to be compared—does a standardized diagnostic in- 
strument produce different physician agreement rates than 
do psychiatric interviews or screening measures ? 


With regard to the issue of diagnostic homogeneity, previous 
studies have focused upon physician assessment of any psychiat- 
ric illness, or they have been specifically concerned with depres- 
sion. In terms of recognizing broader morbidity, Wilkinson re- 
viewed the earlier English studies by Goldberg and others, which 
found undetected psychiatric morbidity in general practice to 
range from 33%-60%.” A recent study of Italian general practice 
by Bellantuono et al.” has again generated a rate at the uppermost 
end of this continuum under the clinical circumstance of the GP 
being unobserved by a psychiatrist. In a study of American family 
physicians, Jones et al. determined that 79% of the psychiatric 
diagnoses assigned to patients were undetected. Marked under- 
estimates by physicians of patient problem areas and psychoso- 
cial distress levels have also been noted. Interestingly enough, 
Kessleret al. found that failure to recognize SADS-I, diagnoses 
only decreased from 80% to 70% even when the physician’s 
observation period was extended from 1 to 6 months.» 


How recognition rates for any psychiatric illness do not 
compare with those for depression per se? The latter rates vary 
across a similarly broad range, extending from a low of 20% toa 
high of 85%.% An intriguing possibility as to why physicians 
underassess affective disorders is the finding by Mannetal. that 
GPs misdiagnosed as anxious many patients whom psychiatrists 
considered depressed.* This suggests the need to distinguish 
depressive and anxiety disorders when studying physician recog- 
nition patterns. Failure to do so may explain why Von Korff et al. 
obtained the unusually low nonrecognition rate of only 27% 
among internists assessing these two disorders.” 


We had asked previously whether the criterion measure’s 
content and psychometric characteristics influence physician 
recognition rates. The several studies utilizing diagnostic instru- 
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ments, like the SADS or DIS, have generated hidden morbidity 
rates in the range of 70-90%" When a psychiatrist’s formula- 
tion has constituted the yardstick, physician non-recognition 
ranges from 46-59%. Highly variable rates of nonrecognition were 
found in those studies using screening instruments as the assess- 
ment yardstick since eachinstrumenthas differing sensitivity and 
specificity rates, and positive and negative predictive values. The 
confounded conclusions that may result from use of screening in- 
struments alone as the criterion for determining physician aware- 
ness of psychiatric illness are evident in the study by Hankin and 
Locke.” They concluded that physicians failed to classify as 
depressed 85% of those patients scoring 16+ on the CES-D, the 
accepted positivity criterion at the time of their work. Schulberg 
et al. found that 86% of medical patients scoring 16+ indeed are 
false positives,” i.e., they fail to meet DIS criteria for a depressive 
disorder ! 


Given these persistent findings across study designs, the time 
is overdue for research on why rather than whether hidden psy- 
chiatric morbidity occurs. We suggest that investigators consider 
the nature of clinical decision making in primary care practice, 
and also consider characteristics of the patient-physician interac- 
tion that facilitate or hinder diagnostic accuracy.” Virtually no 
prior work has analyzed how physicians assess a patient’s pre- 
senting complaint to determine whether its etiology is organic, 
psychological, or both. No studies have yet scrutinized whether 
and how primary care physicians elicit information, interpret 
cues, and formulate hypotheses about mental illness in medical 
populations.® 


Future investigators should also consider that the physician’s 
problem-solving strategy consists of both cognitive and behavi- 
oural elements. The cognitive component includes preconcep- 
tions regarding the probability, severity, and treatability of psy- 
chiatric and organic illnesses® probabilistic models regarding the 
utility of screening, laboratory, and treatment procedures” and 
“concept driven perceptions” that increase the likelihood of diag- 
nosing those conditions one is comfortable treating.” The influ- 
ence of cognitive elements could be analyzed through such tech- 
niques as protocol analysis, which is used in studies of general 
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problem solving” and/or with the simulation strategies devised 
to analyze how medical diagnoses are formulated.” The behavi- 
oural component of a clinical assessment includes interviewing 
style and other aspect of the physician’s verbal interaction with 
the patient.”Its influence on diagnostic accuracy could be studied 
with such measures as the Interaction Analysis System for Inter- 
view Evaluation (ISIE) developed by the National Board of Medical 
Examiners to evaluate a physician’s skills.” 


Treatment Strategies and Patient Outcomes 
Determining the effectiveness of psychiatricinterventions with 
emotionally disturbed primary care patients is most cogent when 
1) physician recognition of psychiatric disorders can be signifi- 
cantly improved; 


2) a diagnostic formulation generates specific treatment impli- 
cations; and 


3) the course of illness established for untreated cases consti- 
tutes a valid yardstick against which to measure treatment 
outcomes. Some would argue that one, two, or even all three 
of these conditions cannot presently be fulfilled. 


Nevertheless, this framework has heuristic value and it is 
utilized in the following review of the effectiveness of psychophar- 
macologic, psychotherapeutic, and combined treatments. 


In analyzing this literature, itis necessary to consider whether 
the quality of research designs and the reports within which 
findings are presented conform to contemporary scientific stan- 
dards. Is information provided about the setting within which the 
study was conducted; the criteria for diagnosing, psychiatric 
disorder; characteristics of the study cohort; etc ? Since most 
follow-up studies with primary care patients fail to meet such 
standards, the credibility of data reported about the outcome of 
treated and untreated primary care cohorts is open to question. 


Turning first to the clinical course of patients treated with 
medications, numerous placebo-controlled double blind studies 
with patients in psychiatric settings have demonstrated the effi- 
cacy of psychotropic and antidepressant drugs. Given that the 
severity and course of illness may differ among patients present- 
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ing in the specialist and generalist sectors, is it valid to extrapolate 
outcome expectations from the former to the latter group? The 
complexity of this issue and uncertainty about its resolution are 
underscored by the admonition of a 1985 NIMH Consensus 
Development Panel to not generalize findings about the course 
and outcome of mood disorders from psychiatric patients toother - 
populations” but nevertheless recommending unitary treatment 
standards for all depressed persons. Given this inherent contra- 
diction, what empirical evidence exists about the efficacy of 
psychotropic medications with ambulatory medical patients 
experiencing a psychiatric disorder ? To focus this analysis, our 
critique is restricted to knowledge about the management of 
depressive illness. Studies of treatment efficacy in resolving anxi- 
ety and other mental disorders in medical patients are reviewed 
by Wilkinson.» 

Only a small number of investigations have compared the out- 
come of treated and untreated cohorts of primary care patients 
with mood disorders. To the extent that their findings are valid 
despite the absence of clinical trial design features, what may be 
concluded about depression’s course among medical patients 
treated with antidepressant drugs? Approximately 65-86% im- 
prove when provided this treatment; approximately 18-70% show 
improvement when not so treated.* This pattern parallels that 
reported in studies with psychiatric patients. 

What may explain the wide range of spontaneous remission 
rates among untreated depressed patients ? One possibility is that 
high rates are obtained with patients experiencing an initial 
depressive episode; in this circumstance, drug treatment would 
add little to the outcome. Conversely, low spontaneous remission 
rates possibly were exhibited by patients who already had expe- 
rienced two or more prior episodes; drug treatment might well 
benefit this cohort. Further clinical trials, thus, are needed to 
clarify which medical patients do and do not benefit from antide- 
pressant drugs. Controlling for number of prior episodes of mood 
disorder would be a crucial design feature in such protocols. 

Turning to nonpharmacologic approaches for resolving an 
affective disorder, distinctive rationales and procedures have 
been developed for this purpose. It is noteworthy that while 
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medical training is predominantly biological in its orientation, 
internists do express a willingness to utilize psychosocial inter- 
ventions with depressed patients.” Is data available, then, re- 
garding the efficacy of these treatments ? We had noted that drug 
studies with primary care patients suffered from methodologic 
flaws. However, there are virtually no studies-flawed or un- 
flawed-of psychotherapy ’s efficacy in treating depressed medical 
patients. The prospective controlled trials by Brodaty and An- 
drews” and Klerman et al.” of brief psychotherapy’s efficacy in 
primary care settings included patients with various psychiatric 
disorders. Their findings cannot be disaggregated for a single 
disorder alone. In the only study specific to depressed primary 
care patients, Corney provided nonstandardized “social work 
help” that included elements of both counselling and practical 
assistance.*' Therefore, the meaning of her findings as to the 
efficacy of a distinct psychotherapy in primary care is difficult to 
discern. The issue once again, then, is the appropriateness of 
generalizing such findings as that about interpersonal 
psychotherapy’s effectiveness with psychiatric outpatients” to 
depressed primary care patients. 


The most complex treatment strategy is that which combines 
drugs with psychotherapy. Conte's review of clinical evidence 
about this approach with depressed patients found that the 
combined treatments produced an additive effect and were supe- 
rior to either alone.® Virtually all of these trials were conducted 
with psychiatric patients. Two studies, however, included medi- 
cal patients as well. Blackburn et al.” found little difference 
between the efficacy of cognitive therapy aloneas compared to the 
efficacy of this treatment plus antidepressants.” Teasdale et al. 
obtained similar results about the value of cognitive therapy 
alone.® They concluded that a purely psychological intervention 
substantially improves recovery rates among depressed general 
practice patients. 


Having reviewed the few available studies about the treat- 
ment of depressive disorders in medical patients, what may be 
concluded about the effectiveness of pharmacologic and/or psy- 
chotherapeutic interventions? The supporting evidence is sparse, 
selective, and methodologically below scientific standards. From 
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the availabie data, we hypothesize that medical patients with re- 
current depressions benefit most when antidepressants are com- 
bined with either cognitive or interpersonal psychotherapy; 
medical patients in an initial episode possibly remit spontane- 
ously or do best with psychotherapy alone. However, the small 
number of patients studied, the lack of information about the 
patient’s psychiatric history and medical comorbidity, etc., ren- 
der the present findings Suggestive at best. The need for more 
extensive, carefully designed clinical trials cannot be Over-em- 
phasized. 


Summary 

Past research on mental disorders in primary care settings has 
focussed on epidemiologic and diagnostic concerns. Recent stud- 
les of the prevalence of psychiatric illness utilize standardized 
assessment interviews to formulate a diagnosis. Despite this 
methodologic advance, prevalence rates still range from 11-36%. 
The reasons for this variation in practices within the United States 
and elsewhere are uncicar. Equally ambiguous are the factors 
leading primary care physicians to underdiagnose mental disor- 
ders. Studies are needed of the clinical assessment process and the 
manner whereby physicians discriminate and interpret patient 
cues. Little research has been conducted as to whether treatment 
Strategies developed with psychiatric populations are effective 
with primary care grou ps as well. Since the latter may have 
confounding somatic illnesses and the nature/severity of their 
symptoms profiles may differ from those of psychiatric popula- 
tions, clinical trials are required to determine what pharmacologic 
and psychotherapeutic treatments are effective with ambulatory 
medical patients. 
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playing in advocacy role and facilitating changes in legislation, 
better resource allocation and satisfaction of other needs of groups 
_ of people with specific disorders". Community self organization 
for local development has been shown to reduce the psychopa- 
thology associated with alienation and helplessness elsewhere”. 


2.8. Traditional healers 

It is well known that large number of patients and their 
families seek help, in the first instance, from “traditional healers” 
of various types. Many patients do not ever reach a modern treat- 
ment centre. All the persons suffering from psychosis and epi- 
lepsy, detected during a survey carried out in villages around the 
rural mental health centre attached to NIMHANS had consulted 
traditional healers, while, only few had, in addition, gone to any 
modern healing centres”. Since traditional healers havea tremen- 
dous influence on large sections of the population in the country, 
it would be worth considering whether and how they can be 
included in the larger mental health care delivery network”. 


3. Role and Training of Paraprofessionals and Non-profes- 
sionals in Mental Health Care 

In India, the involvement of paraprofessionals and non-pro- 
fessionals in mental health care activities is very new. They arenot 
formally employed in the mental health care infrastructure and 
there are no formal training programmes as yet, for them. Often, 
they are personnel employed in other governmental sectors or 
people from different walks of life with different employment but 
interested in the field of mental health. In many cases, their roles 
are still not clarified as with traditional healers and lay volunteer 
counsellors. Most of the efforts at involving them are still in the 
pilot stages, the numbers of persons trained being small. There are 
very few published accounts of involving paraprofessionals and 
non-professionals for mentai health care. Evaluation of the effec- 
tiveness and outcome of these initial efforts need to be carried out. 
The experiences so far, briefly reviewed below, have opened up 
possibilities of involving the various categories of personnel 
described in section 2 of this paper. Although no 'models' have 
emerged as yet, appropriate personnel have been identified for 
different specific population sub-groups, like the ICDS personnel 


180 Mohan K. Isaac 


for pre-school children, community leaders for the rural popula- 
tion in villages and so on. 


3.1. Involvement of ICDS Personnel in Child Mental Health 

Care | 

The basic training of ICDS personnel namely Anganwadi 
workers, their supervisors and the Child Development Project 
Officers (CDPO) mainly focuses on supplementary nutrition, pre- 
school education and immunisation. The need to include mental 
health care components in the ICDS has been felt by many mental 
health professionals in the country. Few centres like Bangalore, 
Hyderabad and Chandigarh have already initiated programmes 
of involving Anganwadi workers for mental health care of pre- 
school children'®?", 


The training of Anganwadi workers in basic mental health 
care could facilitate : (i) early identification and referral of children 
with mental health problems to the care giving agencies like 
PHCs, General Hospital and special centres (ii) increase public 
awareness about components of mental health in normal child 
development and child rearing through public education, (iii) 
increase knowledge of workers about positive aspects of mental 
health which can be achieved through play, social activities and 
cognitive-emotive tasks, as part of non-formal pre-school educa- 
tion, and (iv) also by equipping the workers to manage behaviour 
_ problems and intellectual disability, at a simple level with the 
involvement of parents. 


The Hyderabad programme” dealt with training of An- 
ganwadi workers in identification of mental retardation, behavi- 
our problems, epilepsy in children and their management with 
drugs and counselling. It was found that the workers were able to 
detect and manage the cases in the community. The interactions 
by the workers resulted in parents taking more interest in the care 
of the mentally retarded children. However, their counselling 
abilities were not satisfactory. As part of this programme, two 
simple manuals for Anganwadi workers were developed”3, 


The objective of training Anganwadi workers in the ongoing 
Bangalore programmes are”! (i) to sensitize An ganwadi work- 
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ers on aspects of psychological, social and motor development of 
normal child, and (ii) to equip them with the knowledge to iden- 
tify, refer and follow up children with mental retardation, behav- 
iour problems and epilepsy. The curriculum for training consists 
of the following topics : (i) Range of behaviour from normal to 
abnormal (ii) Developmental milestone of a normal child (iti) 
Mental health problems in the child with emphasis on mental 
retardation, behaviour problems and epilepsy (iv) Principles of 
health education with preparation of educational material on 
mental health. (v) Specific tasks of Anganwadi worker in child 
mental health care. 


The methodology used for training are : lectures, group dis- 
cussions, role plays, case demonstrations and field visits. Audio- 
visual aids and printed material are also used to enhance the 
quality of training. Simple methods to evaluate the knowledge of 
mental health among Anganwadi workers prior toand after train- 
ing have been designed. Vignettes on mental retardation behav- 
iour problems and epilepsy are used for this purpose. Role play 
sessions involving the entire group helps in identifying the areas 
in which knowledge gain had occurred as also the areas which 
were deficient. Six batches of Anganwadi workers have been 
trained, since 1984. The numbers in each batch have varied from 
36 to 45. The groups were homogenous in that they were all 

women, in the age range of 19 to 35 years, education from the 7th 

to 10th standard and having completed 2.5 months of their 3 
months training at the Anganwadi training centre at Anekal 
(Bangalore District). The groups differed on their sociodemogra- 
phic backgrounds, geographical locations in Karnataka and mo- 
tivation for their present vocation. 


The vignettes on mental retardation revealed that the An- 
ganwadi workers had difficulty in specifying the name of the 
condition, identifying its severity, deciding the use of medication 
and preventive aspects. Response to the vignette on behaviour 
problems revealed that groups had difficulty in responding to 
items on clinical characteristics, management plans, advice to 
parents, prevalence and prevention. Responses to the vignette on 
epilepsy revealed that the groups had difficulty in responding to 
use of medication and first aid. Thus the training needed to 
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emphasise the skills in all the three conditions. Asa result of this 
programme “Manuals on mental health for Anganwadi workers” 
and simple assessment schedules with vignettes are now avail- 
able for use by other centres. 


These initial efforts at involving the ICDS personnel for 
mental health care of the preschool children have raised possibili- 
ties of extending care to this vast population in a feasible manner. 
However, these are very initial experiences and several issues 
need to be answered before large scale replications can be taken 
up™. The issues relate to training of different categories of ICDS 
personnel, long term monitoring, regular Support and supervi- 
sion, developing effective referral linkages and above all evalu- 
ation of their effectiveness on the target population. 


3.2.a Mental health professionals involvement with educational insti- 
tution in rural areas : Student development is an important area 
from health, welfare and educational points of view. Each disci- 
pline has its vital role in this area. In India, Systematic studies 
conducted by mental health professionals, educationists and other 
social scientists reveal the ever-increasing psychological, inter- 
personal and psychiatric problems encountered by students in 
schools and colleges. Ithas been found that 20 to 50 per cent of the 
students in any institution suffer from various emotional prob- 
lems so much so that they can neither concentrate on their studies 
nor participate in co-curricular activities”. 


Disturbances in students are manifested in different forms 
_ and degrees depending on the age, sex, the school/college atmos- 
phere, urban or rural background, and socioeconomic status of 
the family. Invariably, these problems result in poor scholastic 
performance, repeated failures, increasing dropouts, copying in 
the examinations, disrespect to teachers, etc. When such problems 
are not handled in the earlier Stage of school life, they assume 
different dimensions of seriousness and severity in the villages. 
Comprehensive management of these problems calls for inte- 
grated efforts of parents, teachers, mental health professionals 
and others concerned with students welfare. In tune with these 
realities, the New Education Policy of Govt. of India? focuses on 
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the personality development and humanistic approaches. Also, 
counselling and guidance services in educational institutions are 
thought of. 


Effective handling of these problems and prevention of dete- 
rioration in students performance require additional skills and 
knowledge on the part of the teachers. Deeper understanding of 
the students’ problems and their own reactions on such problems 
should be enhanced by knowledge of counselling psychology and 
group dynamics. Armed withskillsin interviewing and meaning- 
ful communication techniques, simple therapeutic approaches 
like active listening, counselling and guidance, the teacher could 
handle the problems in educational setting. 


In Bangalore, at the Rural Community Mental Health Centre, 
Sakalawara ® ” interaction with rural school teachers have oc- 
curred at various levels. Initially, they acted as 'key-informants' in 
their villages for case identification and further delivery of serv- 
ices, thus enabling extension of mental health care to the villagers. 
Later it was felt that not only teachers but also students should 
know about the 'mental health problems in the community’ so that 
they could develop healthy attitudes towards the mentally ill. For 
this purpose, a ‘mental health education programme’ was organi- 
sed for all the students of a high school near the rural centre, at 
Jigani. Discussion sessions with the aid of charts, slides and other 
audio-visual aids were held for all the different classes on topics 
like ‘brain and behaviour’, ‘epilepsy’, ‘mental illnesses’, 'mental 
retardation’ and treatment facilities available for the above condi- 
tions. 


Later, on interaction with the teachers of this school, it was 
revealed that scholastic backwardness in general was a major 
problem. Inadequate preparation at the primary school level, lack 
of concern of the parents, ignorance of the students about the 
purpose of schooling, and difficulties of parent-teacher associa- 
tions were identified as possible influencing factors. So currently 
a programme of “Task oriented group process for skills develop- 
ment” has been developed and is being evaluated in certain 
sections related to motivation and effective communication skills: 
and principles of group work. The effort is to generate simple — 
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information on scholastic backwardness and poor motivation so 
that they can be transferred to the teachers in rural schools. This 
programme applies certain techniques related to motivation and 
effective communication skills and principles of group work. 


3.2.b Role and training of urban school and college teachers in mental 
health care : During the past four years, innovative programmes of 
training school teachers for mental health care work has been 
developed and evaluated. A manual of instructions for school 
teachers has also been developed”. The aim of these programmes 
is to sensitize school teachers in the recognition, referral and man- 
agement of mental health problems in school. Two phases of the 
Programmes have been reported namely Phase-I : orientation 
course and Phase-II: course in counselling. The first phase aimsat 
sensitizing school teachers to identify and refer mental health 
problems encountered in schools. This is done in fi ve, oneand half 
hour weekly sessions, to a group of about 20-30 teachers. The 
teaching method consists of lectures, discussions, anecdotal case 
reports and the use of a manual specially prepared for this 
purpose. 


The second phase aimsat training the teachers in the mana ze- 
ment of cases which do not require referral to a specialist and can 
be handled effectively at the school. This is done in 20 or more 
weekly sessions of one and half hours each toasmall closed group 
of 8-10 teachers. The method consists of actual case presentation, 
group discussion, films, visits to the child guidance clinic etc. An 
important aspect of this work is a close follow up. 


The experience so far indicate that it is possible to sensitize 
teachers in recognising and even intervening when faced with 
problems pertaining to mental health. The increase in knowled ge 
and change in attitude as measured by questionnaires is evident, 
but for evaluating the actual change in the teachers and their 
abilities, close followup of the schools is indicated. 


3.3. Role of voluntary organizations 

The involvement of non-governmental and voluntary or- 
ganizations in various aspects Of mental health care is compara- 
tively new in the country. In spite of this, today, there are overa 
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dozen organizations primarily working in the area of mental 
health care’*'. These have included running of day-care centres 
and half way homes, de-addiction camps and special services for 
mentally retarded children. Currently, there is an increasing 
realization of the relevance and role of the voluntary sector in 
mental health care activities. 


3.4. Role and training of lay volunteers in mental heaith work. 

The role of 'natural helpers’ in the community to assist large 
number of people who experience problems in living and other 
emotional problems not amounting to illness, has been well 
documented. They have a unique role as being the most appropni- 
ate care providers who are available in the natura! network. The 
paraprofessional movement in the west began with this recogni- 
tion and emergence of the valuable resource in the community. In 
the Indian setting while the role and significance of lay ‘natural’ 
counsellors are recognized by most mental health professionals, 
there are not many published reports of work with this category - 
of persons. 


Kapur” reports a unique programme of training lay volun- 
teers in mental health work carried out in Bangalore which led to 
the starting of a counselling service by a voluntary organization. 
The initial focus in this programme was on evolving a suitable 
simple training package. This consisted initially of (i) a series of 20 
lectures by different professionals on wide range of topics related 
to counselling and mental health (11) a brief series of 10 lectures 
dealing with minor and major psychiatric problems. After the 
above input, in the first six months, were devoted to training in 
simple skills of interviewing, case taking and counselling. In each 
of these sessions, one trainee presented a case and the other 
trainees participated in the discussion by seeking clarificationand 
giving suggestions. The supervisors stepped in only when re- 
quired and when the group sought their help. Subsequently, to 
facilitate gaining of practical experience by the trainees, counsel- 
ling centre to be primarily manned by the trainees was started. 


In the voluntary sector, there are several counselling centres 
offering services to the community run by trained counsellors 
under the supervision of professionals. There are a couple of 
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centres for training of counsellors too (Christian Counselling 
Centre, Vellore). 


Ina large country like India, the resource of lay volunteers for 
mental health work can be valuable. But this is as yet untapped 
and before launching major programmes, further pilot studies of 
evaluating their efficacy are required. 


3.5. Community participation in mental health through village leaders 

The village leaders were identified by psychiatric social 
workers of the Community Mental Health Unit of NIMHANS 
during their field visits applying simple sociometric techniques”. 
All the identified leaders were individually met and were ex- 
plained about the programme. 30 leaders from 10 villages were 
Oriented in 6 batches. The orientation programme consisted of 
familiarising the agency's service and personnel and then expo- 
sure to scientific information on mental health. This was done in 
4 sessions. Along with discussions audiovisual aids were also 
utilised and the participants were provided with materials forday 
to day references. The last part of the programme was concluded 
with discussion on their roles and participation in mental health 
problems. 


Observations showed that there was difficulty in selection of 
the village leaders. Non acceptance on their part resulted mainly 
due to lack of familiarity of such educative programmes. Paucity 
of time and village politics prevented them from attending the 
programme. All the leaders who attended however spent their 
full day, participating with keen interest and curiosity. Later they 
undertook the following activities which consisted of sharing 
their knowledge with other villagers, identification of the needy 
patients and referring them to the centre, discussion with family 
members, organization of health education meetings and their 
continued contact with agencies for consultation. 


3.6. Planners and administrators 

Implementation of innovative programme require the active 
support of planners and administrators. Without sufficient fund- 
ing and other resources, no programme can be initiated or sus- 
tained. Very often one finds thatmental health is ej ther ignored or 
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neglected, at all levels, for various reasons. Sensitization pro- 
grammes for administrators and planners from the Health, Edu- 
cation and Welfare sectors can improve their support and partici- 
pation in mental health programmes. Reddy et al® report the 
usefulness of workshops on implementation of National Mental 
Health Programme for health administrations and planners from 
different states. The objectives of these programmes were to 
sensitize the participants to the NMHP, to review various ap- 
proaches developed for extension of mental health services and to | 
plan for implementation of the NMHP in their respective states. 


4. Ethical Issues in Involving Different Categories of Person- 
nel for Mental Health Work 
Since the paraprofessional and non-professional movement 
is still inits infancy in the country, no major ehtical problems have 
yet arisen. But there are several issues which needed to be seri- 
ously considered as this movementis likely to gain momentum in 
the coming years. Firstly is the issue of responsibility for those 
under the care of paraprofessionals. With whom should this re- 
sponsibility be? Will the supervisors be willing to take this respon- 
sibility? This raises the problem of supervision of the paraprofes- 
sional work. Who should supervise the paraprofessionals? How 
frequently? What methodology can be developed for a systematic 
supervision of the work? 


Legal problems can arise for the clients under the care of para- 
professionals like for example, problem of divorce with a couple 
undergoing marital counselling. Confidentiality of information 
and maintenance of records by paraprofessional is another issue 
which needs consideration. 


5. Issues emerging from the initial experience of involving 
paraprofessionals in mental health work. | 

The paraprofessional and non-professional in the Indian 
context belong to two distinct categories. First is the personnel 
already working in various governmental sectors other than 
mental health like Health, Social welfare and Education. They are 
resources which are already available in the community and 
could be used for mental health work with minimal financial 
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inputs. Secondly, there is the voluntary sector, institutions as well 
as individuals who can be drafted for various types of mental 
health care activities. The work so far has only pointed out the 
potentials and possibilities. They need to be further explored and 
evaluated. 


Training packages for different categories of personnel have 
to be more systematically developed based on the pilot experi- 
ences gained already. They have to be evaluated particularly for 
levels of competence and care. After evaluation of such program- 
mes with small numbers, they will have to be operationalized to 
cover larger population and larger number of paraprofessionals. 
With increasing involvement of the paraprofessionals, the profes- 
sionals services will have to be improved and expanded. Referral 
linkages with consideration for various levels of competence of 
their personnel will have to be established. Programmes which 
will increase the expectations of the community should be taken 
up only after services are satisfactorily developed. Co-ordination - 
of different personnel from different sectors, both governmental 
and non-governmental, is going to bea difficult task and mecha- 
nisms for this will have to be worked out. 
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Therapeutic Communities: 
Perspective, Effectiveness and Application as a 
General Model 


George De Leon 


Twenty years of research has convincingly demonstrated 
the effectiveness of therapeutic communities in rehabili- 
tating substance abusers. Although well established in 
addiction, the therapeutic community self-help model 
has made unique and powerful contributions to prob- 
lems in criminal justice, psychiatric and educational 
settings. Nevertheless, many workers-practitioners, re- 
searchers and academics remain uninformed as to its 
nature and impact. 


Therapeutic community evaluation studies provide some 
of the most stable findings and conclusions in psycho- 
therapy research concerning the effectiveness of a social 
psychological treatment approach. The relevance of this 
body of work for practitioners and researchers is evident 
in light of several contemporary concerns. For example, 
the “enculturation” of drug use in the American popula- 
tion across two decades has confounded diagnosis as 
well as treatment issues among those seeking mental 
health services. In particular, adolescent drug use has 
contributed toa variety of their developmental treatment 
strategies that incorporate school, families, peer groups, 
and the community. 


The primary objective of this paper is to provide an 
overview of the therapeutic community in terms of its 
perspective, method and treatment effectiveness. There 
are three specific aims: (a) to describe the therapeutic 
community in terms of its perspective and method; (b) to 
summarize the research on short and long term outcome 
on both substance abuse and psychological disorder; and 
(c) todiscuss the adaptation of the model fortreatment of 
a variety of psychological and behavioural disorders. 
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Introduction 

Since the 1960s, the spectrum of drug abusers has widened. 
Differences among users in drug abuse patterns, lifestyle, and 
motivation for change are addressed by four major treatment 
modalities-detoxification, methodone mainienance, drug free 
outpatient and drug free residential therapeutic communities 
(TCs). Each modality has its view of substance abuse and each 
impacts the drug abuser in different ways. 


The TC views drug abuse as a deviant behaviour, reflecting 
impeded personality development and/or chronic deficits in 
social, educational and economic skills. Its antecedents lie in 
socio-economic disadvantage, poor family effectiveness and in 
psychological factors. Thus, the principal aim of the therapeutic 
community is a global change in lifestyle; abstinence from illicit 
substances, elimination of antisocial activity, employability, pro- 
social attitudes and values. The rehabilitative approach requires 
multidimensional influence and training which for most can only 
occur in a 24-hour residential setting. 


The therapeutic community can be distinguished from other 
major drug treatment modalities in two fundamental ways. First, 
the primary “therapist” and teacher in the TC is the community 
itself consisting of peers and staff who, as role models of success- 
ful personal change, serve as guides inthe recovery process. Thus, 
the community provides a 24-hour learning experience in which 
the individual changes in conduct, attitudes and emotions are 
monitored and mutually reinforced in the daily regime. 


Second, unlike other modalities, TCs offer a systematic ap- 
proach toachieve its mainrehabilitative objective, whichis guided 
by an explicit perspective on the drug abuse disorder, the client 
and recovery. 


This paper outlines the therapeutic community approach to 
rehabilitation. The initial section provides an overview of the see 
its background and perspective on rehabilitation. The second 
section draws a picture of the TC approach in terms of its basic 
elements and the stages of treatment. The last section summarizes 
research on effectiveness and briefly discusses adaptation of the 
model. 
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Overview 
Background 


Therapeutic communities for substance abuse appeared a 
decade later than did therapeutic communities in psychiatric 
settings, pioneered by Jones and others in the United Kingdom. 


The two models evolved in parallel independence reflecting 
differences in their philosophy, social organization, clients served 
and therapeutic processes. Jones explains that the therapeutic 
community referred toa movement which originated in psychia- 
try in the United Kingdom at the end of World War II. It was “an 
attempt to establish a democratic system in hospitals where the 
domination of doctors in a traditional hierarchy system was 
replaced by open communication, information sharing, decision 
making by consensus and problem solving and sharing, as far as 
possible, with all patients and staff”. The name ‘therapeutic com- 
munity’ evolved in these settings. | 


The therapeutic community for substance abuse emerged in 
the 1960s as a self-help alternative to existing conventional treat- 
ments. Unhelped by the medical and correctional establishments, 
recovering alcoholics and drug addicts were its first participant- 
developers. Though its modern antecedents can be traced to 
Alcoholics Anonymous and Alanon, the TC prototype is ancient, 
existing in all forms of communal healing and support. Today, the 
term“therapeutic community” is generic, describing a variety of 
drug free residential programs. About a quarter of these conform 
to the traditional long term model. These have made the greatest 
impact upon rehabilitating substance abusers. 


The traditional TC 

Traditional therapeutic communities are similar in planned 
duration of stay (15-24 months), structure, staffing pattern, per- 
spective and in rehabilitative regime, although they differ in size 
(30-600 beds) and client demographics. Staff are a mixture of TC 
trained clinicians and human service professionals. Primary clini- 
cal staff are usually former substance abusers who themselves 
were rehabilitated in TC programs. Ancillary staff consist of 
professionals in mental health, vocational, educational, family 
counselling, fiscal, administration and legal services. 
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TCs accommodated a broad spectrum of drug abusers. Al- 
though originally attracted narcotic addicts, a majority of their 
client populations are non-opioid abusers. Thus, this modality 
has responded to the changing trend in drug use patterns, treating 
clients with drug problems of varying severity, different life- 
styles, and various social, economic and ethnic backgrounds. 


Clients in traditional programs are usually male (75%) and in 
their mid-twenties (50%). TCs are almost all racially mixed, and 
most are age-integrated; with 25 percent of their clients under 21, 
although a few TCs have separate facilities for adolescents. About 
half of all admissions are from broken homes or ineffective 
families, and more than three quarters have been arrested atsome 
time in their lives. 


The TC perspective 

Full accounts of the TC perspective are described elsewhere. 
Although expressed ina social psychological idiom, this perspec- 
tive evolved directly from the experience of recovering partici- 
pants in therapeutic communities. 

Drug abuse is viewed as a disorder of the whole person, 
affecting some or all areas of functioning. Cognitive and behavi- 
oural problems appear, as do mood disturbances. Thinking may 
beunrealisticor disorganized; values are confused, nonexistent or 
antisocial. Frequently there are deficits in verbal, reading, writing 
and marketable skills. And, whether couched in existential or 
psychological terms, moral or even spiritual issues are apparent. 


Abuse of any substance is viewed as over-determined be- 
haviour. Physiological dependency is secondary to the wide 
range of influences which control the individual’s drug use be- 
haviour. Invariably, problems and situations associated with 
discomfort become regular signals for resorting to drug use. For 
some abusers, physiological factors may be important, but for 
most these remain mincr, relative to the functional deficits which 
accumulated with continued substance abuse. Physical addiction 


or dependency must be seen in the wider context of the individual’s 
life. 


Thus, the problem is the person, not the drug. Addiction isa 
symptom, not the essence of the disorder. In the TC, chemical 
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SESSION II 
DISCUSSION 


Dr. Bailey 

I do not know whether I am confident to speak on remedy 
health care I mean different mental health. I know I am incompe- 
tent to speak on mental health. But I think Ican speak a little biton 
integration you see, because tuberculosis programme has been 
integrated in the general health services at the primary health care 
level for the last 27 years. And there are a few things that come 
back to my mind. When we started integrating the T.B. pro- 
gramme in the general health services in 1960 the opposition 
thought integration was great. The opposition did not come from 
the administration. 


It can happen because you do not want some private people 
practising mental health which could, may have some, I am not 
casting any aspersions. Second problem that I would like to 
mention that we faced during the integration was the internal 
processes by the PHC personnel. The PHC personnel could not 
really intermind the process. I don’t know whatis your experience 
but I think you would like to have your experience some day. 
Third one is that, as you know, 400 districts carry out the TB work 
- case finding and treatment. So, programme is integrated at one 
level but at the district centre level the medical officer is called the 
district officer, he is supposed to do supervisory functions of the 
PHC centre, as being referred to by Dr. Srinivasa Murthy’s paper, 
he has advised it - supervisory functions. This supervisory func- 
tions of the PHC centre were not appreciated by the DTOs. They 
wanted to continue as clinicians and they will want to be known 
as clinicians even after 27 years. Ido not know whatis the solution 
for that. Sometimes we feel that the postofa DTOisastill birthand 
we have todosomething else about it. We may have to think about 
somebody else. Dr. Srinivasa Murthy has suggested either psy- 
chologists should do the supervisory work. lam doubtful whether 
it can be done but if it is done but don’t take our example at ail, if 
it is done I think it is the best thing that can happen. Medical 
profession opposes one thing — standardization of procedures. I 
think that is one of the things that has also been mentioned — 
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standardization of procedures is something that is opposed. 


And one problem that we face from the politicians, of course, 
our allocation for TB has been enormously influenced, we have 11 
crores this year for TB drugs. But one question that I have been 
asked by the politician is why TB has not been eradicated ?I donot 
think you will havea problem. I do not think anyone will ask why 
mental health is not eradicated. No, why mental health problems 
are not eradicated so this you will not. After 27 years one problem 
has come, these are the things that have happened in the past, 
what is going to happen in the future ? What is going to happen 
right now ? One of the problems that we are facing, what I am 
noticing, is there are forces of disintegration at this level. After 27 
years there are forces of disintegration. So, integrate the mental 
health programme and after some time there will be forces of 
disintegration. So you will have to guard, I personally feel. I may 
be completely wrong in what I sa y. What I say for TB may not be 
applicable for mental health. Whatsoever have been suggested 
especially in the article of Dr. Srinivasa Murthy is totally like the 
TB programme and this what I wanted to say about the difficulties 
in the implementation of them that we have noticed the implica- 
tion of the public health programme which are likely to be seen in 
the implementation of other public health programmes. I think I 
will leave the difficulties here because I know my term is short. 
One of the things that I would like to Say is what are things we 
observe at the primary health care level ? One of the words thatis 
used is accessibility, I mean the attitude of the PHC centre staff to 
the patient. When a patient goes toa PHC centre to collect drugs, 
I mean to get an examination done, let us be frank, he has to wait 
for 21/2 hours. Now, onceitis2 1/2 hours the accessibility of that 
PHC centre or that person for any purpose whether it is for mental 
health, for TB anything becomes less. Second thing we say health 
services is free and if money is asked and service is not free then 
its accessibility becomes less. This was one of the things that I was 
very particular to tell you that all these things are to be studied 
carefully. [know you are on the right track, doing a lot of studies. 
But after 27 years we are still doing studies so let us not think that 
we should complete the studies and then start the programme. 
You can start the programme and as the studies continue you can 
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evolve the programme. It is not a static thing. The programme 
which is static is dead. There was some apprehension that only 
30% of the patients get complete treatment. I think our experience 
shows that we need not have any apprehensions, at least in TB. It 
may be true also in mental health. Because I have discussed with 
certain 30% of our patients complete treatment but when we 
examine the sputum of the patients, 100 patients put on treatment, 
30% completed treatment. We found that 70% convert, that means 
in that group of 100 patients there are some patients who do nct 
need one year’s treatment for TB. But I as a TB specialist cannot 
identify who is. May be it is assumed or may be some people do 
not require treatment for the period that yoy prescribe. So, we 
should not be apprehensive about such figures as 30% and all that 
but try to improve on them. I think you are doing very well there 
with sucha lot of data, the data base is very good. Itis excellent but 
only thing is we find in our programme as you will find in your 
programme. Youare already finding a new progress thatone kind 
of research which we can as operational research of programme 
research is very important, especially once it is integrated this 
becomes very important, this becomes all important and we are 
still doing operational research. We have done large numbers of 
operations research. I can give you the examples but because of 
the lack of time, I cannot do it. The last point that I would like to 
_ make is | am sure that you have total machinery for monitoring 
and this is permanent because these we thought very late but lam 
sure you will be able to and before I close I would like to say one 
thing somehow these two sessions that I have heard today I am 
very surprised you started only 10-12 years back and you are 
already on the right track. 
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FLOOR DISCUSSION 


Dr. S.K. Verma 

In the PHC what are the inputs for treatment of these pa- 
tients? Our experience is that the budget for drugs in the PHC 
center is very meagre. Referring all these patients for treatment in 
the PHC center and giving them free drugs is difficult. 


Dr. J. Verghese 

Do you envisage two types of mental health delivery systems 
in this country ? One in rural areas, met by doctors of primary 
health centers and their workers and another urbanareas handled 
mainly by specialist doctors ? If so, is it correct on the part of the 
government of a democratic socialist country to formulate sucha 
program which discriminates between two sectors of people ? 
Has weight been given the non-governmental sector while formu- 
lating your plans for integrating mental health care with primary 
health care ? Recently, ina survey in Kerala, it was found that55% 
of the hospital beds are provided by the non-governmental 
sector. 


Dr. V. Ramakrishna 

The crucial basis of PHC is people’s involvement. This morn- 
ing Dr. Reddy referred to this as local resources. So people’s in- 
volvement is important. I would like to know to what extent this 
involvement has been achieved and what is the outcome. The 
other crucial thing for the success of PHC is inter-sectoral collabo- 
ration. Inter-sectoral collaboration means both private and public 
sectors. 


Dr. Murali Raj 

The basic community health movement works on the basic 
principle that it reaches out to needy populations and mobilizes 
the resources within the community. Has anybody examined the 
feasibility of setting up mobile psychiatric units at the district 
headquarters hospital ? 


Dr. R. Srinivasa Murthy 
Firstly, the cost of drugs for the level of care which we have 
reached works out to half a rupee per person per year. Though it 
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looks very small it comes for a district of about 1 million popula- 
tion to Rs. 5,00,000/- ($ 30,000/-). In Karnataka, the primary 
health care drug budget has been increased significantly in the last 
3 years and they are able to put aside between 5-10% of the money 
for mental health care. I agree with you, drugs are important 
factor and we have to develop mechanisms to generate resources. 


There are studies from Madras and other metropolitan cities 
suggesting that the care that an urban, underprivileged person 
gets is not very different from what happens in the rural areas. We 
are not talking about two types of systems but care which is 
appropriate to the needs of the people living in two different 
settings. If the care is linked to the specialists in the district 
hospitals and a support system is there, there is really no differ- 
ence between thecare that you provide in the urban area and inthe 
rural area. I can certainly say this in respect to our Bellary work. 


In terms of the non-governmental sector, this awareness is 
already there. For example, C.M.C., Vellore is providing training 
programmes to the Mission Hospital doctors. We ourselves are 
organizing a workshop for voluntary agencies. 

NMHPF clearly recognises the need for community involve- 
ment and intersectoral involvement. Regarding the mobile units, 
historically, India thought about mobile units as part of the 
Mudaliar Committee in 1962. One major recommendation of the 
Mudaliar committee in 1962 was the mobile units and within a 
short time they got demobilized. 


Dr. Barbara Burns 

The aims of the community mental health are the same, that 
is continuous, comprehensive and coordinated care. But I would 
like to say that we have at least two systems of care, that PHC 
provided at the community health centers that are paid by the 
Federal government are clearly geared for the poor, low income 
population. There are those who get insurance from government 
and can choose their services. Those with better income who can 
pay more are likely to be registered with organized health care. 


Dr. C.R. Chandrashekar | 
Regarding supervision, if the specialist visits the physician as 
a supervisor, the relationship would be spoilt. On the other hand. 
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if he visits as a supporter of the program, the specialist would be 
accepted. 


Dr. H.P. Mishra 

What methods of psychosocial intervention can we adopt, 
who are the personnel who carry it out and what is the model ? Is 
it long term, short term - how is it carried out ? 


Dr. Blaine J.D. 

I think] was saying that there is the potential for interventions 
in the primary health care setting for substance abusers. Right 
now, there is very little intervention at all. What is wrongly 
encouraged is identification and education. I am probably using 
a slightly different definition than the Indian definition of primary 
health care, including in that definition pediatricians, obstreti- 
clans and gynaecologists, psychologists and others, which is 
certainly a broader definition than is being used in India. Thereare 
psychosocial interventions that are being used in the drug abuse 
treatment sector that are useful and effective. Dr. de Leon is going 
to talk about the therapeutic community movement. The outpa- 
tient, drug free system interventions very much resemble what 
occurs in the community mental health centers done by social 
workers and psychologists. 
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Role of Paraprofessionals and 
Non-Professionals in Mental Health Care in 
India 
Mohan K. Issac 


1. Introduction 

During the past two to three decades, care of the mentally ill 
has been slowly shifting from the old custodial mental hospital to 
the general hospitals, and more recently to the primary care 
settings’. Contrary to the earlier belief, epidemiological studies 
from different parts of the country showed is equally common in 
rural and urban areas’. The increasing realization that not more 
than 10% of those requiring urgent mental health care were 
receiving the needed help from the existing services, hastened the 
development of various new approaches to care‘. Several centres 
in different parts of the country have initiated pilot projects to 
develop these new approaches. These efforts culminated in the 
drafting of a comprehensive mental health programme for the 
country (National Mental Health Programme for India, NMHP 
1982) and its approval by the Central Council of Health, the 
highest policy making body in the field of health in the country, 
in August 1982. 


The National Mental Health Programme’ has identified as its 
objectives, amongst others, the following (i) application of mental 
health knowledge in social development and (ii) promotion of 
community participation in the mental health service develop- 
ment and stimulation of efforts towards self help in the commu- 
nity. An important approach suggested, to achieve these objec- 
tives, is the involvement of state, district and block level leader- 
ship in the implementation of the mental health programme to 
ensure community participation. Fostering of linkages with vari- 
ous governmental and non-governmental sectors of the commu- 
nity like education and social welfare sectors, legal agencies and 
the voluntary sector, will enhance the total mental health skills 
and knowledge by all persons. The NMHP document also notes 
that “social behaviour and learning problems are manifesting 
themselves in schools. Addition of mental health inputs in the 
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school health is likely to play a major role in their amelioration. 
Teachers would therefore have to be given adequate orientation 
in early diagnosis of most of the common mental health prob- 
lems” (NMHP, 1982). It is the purpose of this paper to review the 
role and involvement of various paraprofessional and non-pro- 
fessional resources for mental health care available in the commu- 
nity, other than from the health sector in India. The role of health 
sector forms the subject of another presentation’. 


2. The Paraprofessional and the Non-professional in the 
Indian Context | 
Itis widely accepted that a paraprofessional isa person who 
has not obtained a degree in one of the usual mental health profes- 
sions, although he may have educational qualification or profes- 
sional training in fields other than those related to mental health. 
Unlike elsewhere in the world, especially the United States of 
America, the paraprofessional involvement for mental healthcare 
in India has barely begun. In a vast and populous (over 850 
million) developing country like India with an estimated seri- 
ously psychiatrically ill population of over 10 million (all forms of 
psychosis) and less than 25,000 psychiatric beds and 3000 mental 
health professionals to care for them’, the paraprofessionals have 
a unique role in the development of mental health services. 


The number of persons suffering from various forms of 
neuroses and other minor psychiatric problems are several times 
higher than that of serious mental disorders. There are also 
marked constraints for adequate allocation of funds for mental 
health care development, as ‘health’ itself is a low priority item. 
Budgetary allocations for healthcare development activities have 
never exceeded 2 to 3% of the total outlay of either any of the Five 
Year Plans or annual budgets of the state/central governments. 
Mental health has received lowest priority in the health spending. 
Under circumstances of widely prevalent morbidity and meagre 
resources and limited trained manpower, the mental health para- 
professionals have an important role to complement the work of 
the professionals. 


When the paraprofessional movement started elsewhere in 
the world, particularly in the U.S., most of these new type of 


Role of Paraprofessionals and Non-Professionals 173 


workers in the field of mental health came from inner-city areas 
and underprivileged areas undergoing deterioration or disorgan- 
isation. The unique aspect of this worker was that he belonged to 
the same socio-economic class and the same community as the 
patient and hence knew the problems in living which the patient 
had. Thus he was thought to be the most ‘appropriate’ person to 
deliver the care and his role was that of a ‘bridge’ or'expediter’. As 
the movement picked up momentum, the numbers of such para- 
professionals increased in large numbers, their roles qualitatively 
changed to ‘caretaker’ or ‘helping person’ roles, their training 
became longer and more formal, similar to one, two or three year 
diploma and degree course, and were regularly ‘employed’ in 
various mental health care settings with specific designations and 
responsibilities. The various terms used to designate them num- 
ber over 50 and they have a wide variety of roles ranging from 
‘screening’, ‘testing’, 'crisis intervention’ to individual and group 
counselling. Now it is estimated that nearly 50% of the staff of the 
mental health care sector in the US is composed of paraprofession- 
als. With the kind of long term and intensive training they receive 
and their regular appointments with specific roles assigned to 
them, can they continue to be called 'paraprofessionals'? 


Who is a mental health ‘professional’ in the Indian context? 
Lay volunteers belonging to the milieu similar to that of large 
number of sufferers, have not emerged yet, in sufficient numbers 
to initiate a paraprofessional movement in the country. Formal 
training and employment of such persons in the mental health 
care sector are not anticipated in the near future. However, there 
are human resources in various related government and non- 
governmental sectors which can appropriately be developed for 
mental health care activities. During the past several years, there 
has been a steady increase in many of these resources. The Social 
Welfare and Education sectors have uniform countrywide infra- 
structure and personnel at different levels delivering specific 
services to different sub-groups of the population. The voluntary 
sector too, has been active in the development of welfare services 
in general. The personnel of these sectors, presently, do not carry 
out any specific mental health care activities. However, if sensi- 
tised appropriately, these sectors have the potential to assist the 
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established mental health care services. 


2.1. Social welfare sector 

Social welfare activities in the country find their inspiration 
in the country's constitution which postulates the goal of a welfare 
State. Under social welfare, highest priority is given to child 
welfare programmes. The National Policy for Children adopted 
by the Government in August 1974 describes the country's chil- 
dren as a ‘supremely important asset’. ICDS, the most important 
scheme in the field of child welfare, is the Integrated Child 
Development Services (ICDS) for children up to the age of 6, and 
expectant and nursing mothers’. 


2.la. Integrated Child Development Services (ICDS) : Under this 
scheme a package of services, namely, supplementary nutrition, 
immunisation, health checkup, referral services, nutrition and 
health education and non-formal preschool education, is pro- 
vided. Till the end of the Sixth Five Year Plan (1984-1985) 1019 
ICDS projects were functional in different parts of the country. 
This number is expected to reach 2000 by the end of the current 
plan (1990)’. 


The scheme is implemented ina block (taluk) usually witha 
population of about 1,00,000. There are mainly three categories of 
functionaries in a block. For every 1000 population in either one 
big village or few small villages, there is an ‘Anganwadi Centre’ 
with an Anganwadi worker. The centre usually a single room of 
varying dimensions donated by the local community is the place 
where the children of the village, particularly, all those between 
the age 3-6 years assemble daily for the supplementary nutrition 
and preschool educational inputs. About 3 hours are spent by the 
children at the centre. The key functioning of the ICDS pro- 
gramme and the person who runs the centre is then 'Anganwadi 
worker' - invariably a female in her late teens or early twenties 
with a minimum of 10 years of school education and hailing from 
either the same village or some nearby village. She is paid an 
honorarium of Rs. 225/- per month (about $13) and is considered 
essentially a’volunteer'. In addition to running the Anganwadi 
Centre, she also makes home visits to advise expectant and 
nursing mothers and children below the age of 3 years. 
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Supervising the work of 20 Anganwadi workers is a ‘super- 
visor’ who with regular field visits to Anganwadi centres, super- 
vises, monitors and supports the work of the Anganwadi work- 
ers. Administering the overall work of every block (with 100 
centres) is a ‘Child Development Project Officer (CDPO) usually 
a person with a Masters degree in social work, psychology or 
home science (Child development). Training of ICDS functionar- 
ies is carried onat 324 Anganwadicentres, training centres spread 
all over the country. Besides, there are 20 training centres which 
impart training to middle level ICDS functionaries. The National 
Institute of Public Cooperation and Child Development (NIPCCD) 
provides inservice training to personnel at the senior level. 


Since the functionaries of the ICDS closely interact with 
children and their mothers, they are a valuable resource for 
developing mental health care services for children. Most of the 
ICDS programmesare started in under-privileged areas like rural 
areas, urban slums and tribal areas. 


2.1b. District Rehabilitation Centre (DRC) : Ascheme of setting 
up of district rehabilitation centres on a pilot basis was launched 
by the Government in 1982-83°%. The scheme envisages compre- 
hensive services for prevention and early detection of disabilities 
and rehabilitation of the disabled (including mental handicap) 
within the community. Six district rehabilitation centres have so 
far been established. The scheme has functionaries at the village, - 
primary health centre and the district level who can contribute to 
the development of mental health services. Currently, the scheme 
is still in its initial stages and it is being implemented only in 6 
districts in different parts of the country. 


2.2. Education sector 

Universalisation of elementary education and eradication of 
adult illiteracy in the age group 15-35 years are priorities of the 
government in the education sector. Towards achieving these 
goals, the Govt. of India formulated a new ‘National Policy on 
Education’ in 1986’. During the last two decades there has been 
considerable expansion in educational facilities all over the coun- 
try at all levels. It is noted that more than 90% of country's rural 
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habitation now have schooling facilities within the radius of one 
kilometer. The cardinal principle of the new policy on education 
is its realization that education is a unique investment for the 
present and the future. The policy gives special emphasis on 
removal of disparities and equalisation of educational opportuni- 
ties to one and all, including women, backward sections of the 
society, minorities, handicapped and those living in the backward 
areas. In regard to the handicapped, the policy aims to integrate 
the physically and mentally handicapped with the general com- 
munity as equal partners. 


In 1984, there were 5,09,143 primary schools, 1,26,345 middle 
schools, 55,235 high schools, 7,834 colleges (arts, science and 
commerce) and 137 universities in the country”. The number of 
teachers in primary, middle and high schools were 13,911,912: 
8,78,562 and 10,32,219 respectively. The education policy of 
Government of India’ states that “the status of the teacher reflects 
the socio-cultural ethos of a society, it is said that no people can 
rise above the level of its teachers”. The government and the 
community should endeavour to create conditions which will 
help, motivate and inspire teachers on constructive and creative 
activities and devise appropriate methods of communication and 
activities of the communities. the large numbers of teachers 
working all over the country in schools and colleges constitute an 
important resource pool for mental health care development. In 
rural areas teachers are widely respected and incertainareas, they 
have tremendous influence over the local population. Integration 
of basic aspects of mental health into the education sector and 
sensitization and training of teachers in ‘mental health' are likely 
_ to yield fruitful results. 


2.3. Non-governmental organizations 

There are a large number of non-governmental, voluntary 
social service organizations all over the country. These are started 
by either a single or group of individuals witha desire to serve the 
community. Voluntary organisations operate both in urban and 
rural areas, and work for a variety of causes like rural develop- 
ment, health care, adult education, development of co-operatives, 
women and child welfare etc. The role of voluntary organizations 
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in various fields has been duly recognised by the governmentand 
it has instituted various schemes to promote voluntary efforts for 
overall development. Under the ‘promotion of voluntary scheme 
and social action programme’, of Govt. of India, assistance is 
given to voluntary organisations and non-governmental agencies 
for implementing experimental projects of public co-operation 
through people's participation. With effect from 1984-85, the 
financial assistance to voluntary organizations under this scheme 
isrouted through 'peoples action for development (India) (PADD. 
While there are many small, medium and big voluntary organiza- 
tions working in thearea of general health, both inurbanand rural 
areas, there are as yet only a few organizations interested in 
‘mental health care development. Most of these organizations 
work for the welfare of mentally retarded. There are also interna- 
tional service clubs like the Rotary, Lions etc. with their branches 
all over the country. 

Activists, office bearers, key functionaries and other mem- 
bers of these organizations could be enlisted for mental health 
inputs and long term collaboration, non-governmental! organiza- 
tions can also help to educate the public regarding mental health 
care. 


2.4. Lay volunteers 

There are informal care-givers in every community who find 
it rewarding to help people in different kinds of distress. If such 
persons could be identified and given training in essentials of 
counselling, they could form animportant resource for improving 
the mental health of the community. Many community oriented 
programmes in the West like, day hospital, crisis intervention 
centre, student mental heaith centre etc., emphasise the role of 
volunteers for their effective functioning. 


2.4.a Student volunteers : There are various types of social service 
programmes which are run in school and colleges. The National 
Service Schemes (NSS) was started as one of the programmes for 
the college students to utilize their potentialities in creative and 
useful social service activities, instilling in the youth, a feeling of 
social responsibility. Usually the NSS volunteers render their 
services in different ways like, conducting literacy classes for 
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adults, cleaning of villages, construction of school buildings, 
forming approach roads and various other similar activities. If 
these NSS students are appropriately and adequately sensitized, 
they could take up certain new activities in the field of mental 
health. In the West, college students have worked as therapeutic 
agents with individuals and groups in a variety of mental health 
settings” ®. 


2.5. Community leaders 

More than 75% of the country's population is rural and this is 
spread out in nearly 600,000 villages. The density of population is 
highly variable and it ranges froma low 8 per sq.km. in Arunachal 
Pradesh to a high 655 per sq. km. in Kerala. The national average 
literacy was 36.23 in 1981”. Most states in the country have a 
system of iocal self-government (Panchayat Raj) elected directly 
by and among villagers. Panchayats are responsible for promo- 
tion of agriculture, rural industries, provision of medical relief, 
maternity, women and child welfare, village roads, tanks, wells 
and provision of sanitation. There are, at present 2,17,317 village 
panchayats, and 297 zilla parishads in the country". The local, 
formal as well as informal leaders in the villages, are influential 
persons, who if oriented to health and mental health are likely to 
facilitate the participation by the whole village in various mental 
health care activities. | 


2.6. Administrators and planners 

Administrators and planners particularly from the depart- 
ments of health, social welfare, education, information and pub- 
licity are key persons, who contribute to the planning, implemen- 
tation and the ultimate success of programmes. Their sensitiza- 
tion regarding issues in mental health care delivery can facilitates 
initiation of new programmes. 


2.7. Parents and relatives of patients 

Parents and other close relatives of patients can form useful 
groups and work towards achieving 'self-help' in the care and 
management of their wards. Groups organized by parents and 
relatives of patients and other lay citizens could also become 
effective in educating the community about various disorders, 
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detoxification is a condition of entry, not a goal of treatment. 
Rehabilitation focuses upon maintaining a drug free existence. 


Rather than drug use patterns, individuals are distinguished 
along dimensions of psychological dysfunction and social defi- 
cits. Many clients have never acquired conventional lifestyles. 
Vocational and educational problems are marked; middle class 
mainstream values are either missing or unachievable. Usually 
these clients emerge from a socially disadvantaged sector, where 
drug abuse is more a social response than a psychological distur- 
bance. Their TC experience is better termed habilitation, the 
development of a socially productive, conventional lifestyle for 
the first time in their lives. 


Among clients from more advantaged backgrounds, drug 
abuse is more directly expressive of psychological disorder or 
existential malaise, and the word rehabilitation is more suitable, 
emphasizing a return to a lifestyle previously known, and per- 
haps rejected. 


Nevertheless, substance abusers in TCs share important simi- 
larities. Either as cause or consequence of their drug abuse, all 
reveal features of personality disturbance and/or impeded social 
function. Thus, all residents in the TC follow the same regime. In- 
dividual differences are recognized in specific treatment plans 
that modify the emphasis, not the course, of their experience in the 
therapeutic community. 


In the TC’s view of recovery, the aim of rehabilitation is 
global. The primary psychological goal is to change the negative 
patterns of behaviour, thinking and feeling that predispose drug 
use; the main social goal is to develop a responsible drug free 
lifestyle. Stable recovery, however, depends upon a successful 
integration of these social and psychological goals. For example, 
healthy behavioural alternatives to drug use are reinforced by 
commitment to values of abstinence; acquiring vocational or 
educational skills and social productivity which is motivated by 
the values of achievement and self-reliance. Behavioural change 
is unstable without insight, and insight is insufficient without felt 
experience. Thus, conduct, emotions, skills, attitudes and values 
must be integrated to ensure enduring change. 
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The rehabilitative regime is shaped by several broad as- 
sumptions about recovery. 


Motivation 

Recovery depends upon positive and negative pressures to 
change. Some clients seek help, driven by stressful external pres- 
sures, others are moved by more intrinsic factors. For all, how- 
ever, remaining in treatment requires continued motivation to 
change. Thus, elements of the rehabilitation approach are de- 
signed to sustain motivation, or detect early signs of premature 
termination. 


Self-help 

Although the influence of treatment depends upon the 
person's motivation and readiness, change does not occur in a 
vacuum. The individual must permit the impact of treatment or 
learning to occur. Thus, rehabilitation unfolds as an interaction 
between the client and the therapeutic environment. 


Social learning 

A lifestyle change occurs in a social context. Negative pat- 
terns, attitudes and roles were not acquired in isolation, nor can 
they be altered in isolation. Thus, recovery depends not only upon 
what has been learned, but how and where learning occurs.This 
assumption is the basis for the community itself serving as teacher. 
Learning is active, by doing and participating. A socially respon- 
sible role is acquired by acting the role. What is learned is identi- 
fied with the people involved in the learning process, with peer 
support and staff as credible role models. Since newly acquired 
ways of coping are threatened by isolation and its potential for 
relapse, a perspective on self, society and life must be affirmed by 
a network of others. 


Treatment as an episode 

_ Residency is a relatively brief period in an individual’s life, 
and its influence must compete with the influence of the years 
before and after treatment. For this reason, unhealthy “outside” 
influences are minimized until theindividualsare better prepared 
to engage these on on their own and the treatment regime is 
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designed for high impact. Thus, life in the TC is necessarily 
intense, its daily regime demanding and its therapeutic confron- 
tations unmoderated. 


The TC Approach 
A. TC Structure 

TCsare stratified communities composed of peer groups that 
hold memberships in wider aggregates and that are led by indi- 
vidual staff. Together they constitute the community, or family,in 
a residential facility. This peer-to-community structure strength- 
ens the individual’s identification with a perceived, ordered 
network of others. More importantly, it arranges relationships of 
mutual responsibility to others at various levels of the program. 


The operation of the community itself is the task of residents, 
working under staff supervision. Work assignments, called job 
functions, are arranged in hierarchy, according to seniority, indi- 
vidual progress and productivity. The new client enters a setting 
of upward mobility. Job assignments begin with the most menial 
tasks (e.g., mopping the floor) and lead vertically to levels of 
coordination and management. Indeed, clients come in as pa- 
tients and can leave as staff. This social organization reflects the 
fundamental aspects of the rehabilitative approach, mutual self- 
help, work as therapy, peers as role models and staff as rational 
authorities. 


Mutual self-help 

The essential dynamic in the TC is mutual self-help. Thus, the 
day to day activities of a therapeutic community are conducted by 
the residents themselves. In their jobs, groups, meetings, recrea- 
tion, personal and social time, it is the residents who continually 
transmit to each other the main messages and expectations of the 
community. 


The extent of the self-help process in the TC is evident in the 
broad range of resident job assignments. These include conduct- 
ing all house services (e.g., cooking, cleaning, kitchen service, 
minor repair), serving as apprentices and running all depart- 
ments, conducting meetings and peer encounter groups. 


The TC is managed as an autocracy, with staff serving as 
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rational authorities. Their psychological relationship with the 
residents as role models and parental surrogates, who foster self- 
help and developmental process through managerial and clinical 
means. They monitor and evaluate client status, supervise resi- 
dent groups, assign and supervise resident job functions and 
oversee house operations. Clinically, staff conductall therapeutic 
groups, provide individual counseling, organize social and rec- 
reational projects and confer with si gnificant others. They decide 
matters of resident status, discipline, promotion, transfers, dis- 
charges, furloughs and treatment planning. 


Work as education and therapy 

In the TC, work mediates essential educational and therapeu- 
tic effects. Vertical job movements carry the obvious rewards of 
status and privilege. However, lateral job changes are more 
frequent, providing exposure to all aspects of the community. 
Typically, residents experience many lateral job changes that 
enable them to learn new skills and to negotiate the system. This 
increased involvement also heightens their sense of belonging 
and affirms their commitment to the community. 


Job changes in the TC are singularly effective therapeutic 
tools, providing both measures of,and incentives for, behavioural 
and attitudinal change. In the vertical structure of the TC, ascen- 
dency marks how well the client has assimilated what the commu- 
nity teaches and expects, hence, the job promotion is an explicit 
measure of the resident’s improvement and growth. 


Conversely, lateral or downward job movements also create 
situations that require demonstrations of personal growth. A 
resident may be removed from one job to a lateral position in 
another departmentor dropped back toa lower status position for 
clinical reasons. These movements are designed to teach new 
ways of coping with reversals and change that appear to be unfair 
or arbitrary. 


Peers as role models 

People are the essential ingredient in the therapeuticcommu- 
nity. Peers and staff as role models and rational authorities are the 
primary mediators of the recovery process. 
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Indeed, the strength of the community asa context for social 
learning relates to the number and quality of its role models. All 
members of the community are expected to be role models- 
roommates, older and younger residents, junior, senior and direc- 
torial staff. TCs require these multiple role models to maintain the 
integrity of the community and assure the spread of social learn- 
ing effects. 


Residents who demonstrate the expected behaviours and 
reflect the values and teachings of the community are viewed as 
role models. This is illustrated in two main attributes. 


Role models “act as if ”. They behave as the person they 
should be, rather than the person they have been. Despite resis- 
tance, perceptions or feelings to the contrary, they engage in the 
expected behaviour and consistently maintain the attitudes and 
values of the community. These include self motivation, commit- 
ment to work and striving, positive regard for staff as authority 
and an optimistic outlook towards the future. 


In the TC’s view, “acting as if” has significance beyond 
conformity. It is an essential mechanism for more complete psy- 
chological change. Feelings, insights and altered self-perceptions 
often follow rather than precede behaviour change. 


Role models display responsible concern. This concept is 
closely akin to the notion of, “Iam by brother’s keeper.” Showing 
responsible concern involves willingness to confront others whose 
behaviour is not in keeping with the rules of the TC, the spirit of 
the community or the knowledge whichis consistent with growth 
and rehabilitation. Role models are obligated to be aware of the 
appearance, attitude, moods and performances of their peers, and 
confront negative signs in these. In particular, role models are 
aware of their own behaviour in the overall community and the 
process prescribed for personal growth. 


Staff as rational authorities 

TC clients often have had difficulties wri authorities, who 
have not been trusted or perceived as guides and teachers. Thus, 
they need a successful experience with a rational authority whois 
credible (recovered), supportive, correcting and protecting, in 
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order to gain authority over themselves (personal autonomy). 
Implict in their role as rational authorities, staff provide the 
reasons for their decisions and the meaning of consequences. 
They exercise their powers to train and guide, facilitate and 
correct, rather than punish, control or exploit. 


B. The TC process 
Rehabilitation in the TC unfolds asa developmental process 
occurring ina social learning context. Values, conducts, emotions 
and cognitive understanding (insight) must be integrated in the 
evolution of a socially responsible, personally autonomous indi- 
vidual. 


The developmental process itself can be understood as a 
passage through three main stages of incremental learning; the 
learning which occurs at each stage facilitates change at the next 
and each change reflects increased maturi ty and personal auton- 
omy. 


Stage I (induction-0 to 60 days) 

The main goals of this initial phase of residency are assess- 
ment of individual needs and orientation to the TC. Important 
differences among clients generally do not appear until they 
experience some reduction in the circumstantial stress, usually 
present at entry and have had some interaction with the treatment 
regime. Thus, observation of the individual continues during the 
initial residential period to identify special problems in their 
adaptation to the TC. 


The goal of orientation in the initial phase of residency is to 
assimilate the individual into the community through full partici- 
pation and involvement in all of its activities. Rapid assimilation 
is crucial at this point, when clients are mostambivalent about the 
long tenure of residency. Thus, the new resident is immediately 
involved in the daily residential regime. Emphasis, however, is 
placed not upon treatment but upon education and role induction 
into the community process. Therapeutic and educational activi- 
ties focus on the TC perspective, its approach and the rationale for 
long term residential treatment. - 
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Stage II (primary treatment-2 to 12 months) 

During this state, main TC objectives of socialization, per- 
sonal growth and psychological awareness are pursued through 
all of the therapeutic and community activities. Primary treat- 
ment actually consists of three phases, separated by natural 
landmarks in the socialization-developmental process. Phases 
roughly correlate with time in program (1 to 4 months, 5 to 8 
months and 9 to 12 months). These periods are marked by pla- 
teaus of stable behaviour which signal further change. 


In each phase the daily regime of meetings, work, recreation 
and therapeutic groups remains the same. However, progress is 
reflected in the client's profile at the end of each phase, which can 
be typified in terms of three interrelated dimensions: community 
status, developmental and psychological change. Community 
status describes the degree to which residents have acquired the 
attributes of the role model, measured mainly in their job func- 
tions and privileges. The developmental dimensions describes 
the degree to which residents have altered their drug involved 
profile, in conduct, language, attitude and outlook. This is mainly 
reflected in the extent to which they have internalized the TC’s 
perspective and commitment to change. The psychological di- 
mension describes the degree to which residents reveal personal 
growth, e.2., maturity, openness, insight-self awareness; emo- 
tional stability and self-esteem. 


Stage III (re-entry 13 to 24 months) 

Re-entry is the stage at which the client must strengthen skills 
for autonomous decision-making and the capacity for self-man- 
agement with less reliance on rational authorities or a well- 
informed peer network. There are two phases of the re-entry 
stage. 


Early re-entry (13 to 18 months) 

The main goal of this phase, during which clients continue to 
live in the facility, is preparation for healthy separation from the 
community. 


_ Emphasis upon rational authority decreases under the as- 
sumption that the client has acquired a sufficient degree of self- 


202 George De Leon 


management. This is reflected in more individual decision mak- 
ing about privileges, social plans and life design. The group 
process involves fewer leaders at this sta ge, fewer encounters and 
more shared decision-making. Particular emphasisis placed upon 
life skills seminars, which provide didactic training for life out- 
Side the community. Attendance is mandated for sessions on 
budgeting, job seeking, use of alcohol, sexuality, parenting, use of 
leisure time, etc. 


During this stage, individual plans area collective task of the 
client, a key staff member and peers. These plansare actually blue- 
prints of educational and vocational programs, which include 
goal attainment schedules, methods of improving inter-personal 
and family relationships, as well as social and sexual behaviour. 
Clients may be attending school or holding full-time jobs either 
within or outside the TC at this point. Still, they are expected to 
participate in house activities when possible and carry some 
community responsibilities (e.g., facility coverage at night). 


Late re-entry (18 to 24 months) 

The goal of this phase is to complete a successful separation 
from residency. Clients are on “live-out” Status, involved in full- 
time jobs or education, maintaining their own households, usu- 
ally with live-out peers. They may attend such aftercare services 
as Alcoholics Anonymous (AA) or take part in family or individ- 
ual therapy. This phase is viewed as the end of residency, but not 
of program participation. Contact with the program is frequent at 
first and only gradually reduced to weekly phone calls and 
monthly visits with a primary counsellor. 


Completion marks the end of active program involvement. 
Graduation itself, however, is an annual event conducted in the 
facility, for completing at least a year beyond their residency. 


Thus, the therapeutic community experience is preparation 
rather than cure. Residence in the program facilitates a process of 
change that must continue throughout life, and whatis learned in 
treatment are the tools to guide the individual ona Steady path of 
continued change. Completion or graduation, therefore, is notan 
end, but a beginning. 
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C. Daily regime : Basic elements 

The daily regime is full and varied. Although designed to 
facilitate the management of the community, its scope schedule 
reflect an understanding of the conditions of drug abuse. It 
provides an orderly environment for many whocustomarily have 
lived in chaotic or disruptive settings; it reduces boredom and 
distracts from negative preoccupations which have, in the past, 
been associated with drug use; and it offers opportunity to achieve 
satisfaction from a busy schedule and the completion of daily 
chores. 


The typical day in a therapeutic community is highly struc- 
tured, beginning witha 7 a.m. wake up and ending at 11 p.m. in 
the evening. It includes a variety of meetings, job functions (work 
therapy), therapeutic groups, recreation and individual coun- 
selling. These activities contribute to the TC process and may be 
grouped into three main elements, community enhancement, 
therapeutic-educative, community and clinical management. 


Community enhancement element 

These activities, which facilitate assimilation into the com- 
munity, include the four main facility-wide meetings: the morn- 
ing meeting, seminar and house meeting held each day, and the 
general meeting, which is called when needed. 


In morning meetings, all residents of the facility and staff on 
premises assemble after breakfast, usually for 30 to 45 minutes. 
The purpose is to initiate the daily activities with a positive 
attitude, motivate residents and strengthen unity. This meeting is 
particularly important in that most residents of TCs have never 
adapted to the routine of an ordinary day. 


Seminars convene every afternoon, usually for 1 hour. The 
seminar collects all the residents together at least once during the 
working day. Of the various meetings and group processes in the 
TC, the seminar is unique in its emphasis upon listening, speaking 
and conceptual behaviour. 

House meetings convened nightly, after dinner, usually for 
one hour. The main aim of these meetings is to transact commu- 
nity business, although they also have a clinical objective. In this 
forum, social pressure is judiciously employed to facilitate indi- 
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vidual change through public acknowledgement of positive or 
negative behaviours among certain individuals or subgroups. 


General meetings convene only when needed to address 
negative behaviour, attitudes or incidents in the facility. All 
residents and staff (including those not on duty) are assembled at 
any time and for indefinite duration. These meetings, conducted 
by staff, are designed to identify problem people or conditions, to 
reaffirm motivation and reinforce positive behaviour and atti- 
tudes. A variety of techniques may be employed, e.g., special 
sessions to relieve guilt, staff lecturing and testimony, dispensing 
sanctions for individuals and groups. 


Therapeutic - educative element 

These activities consist of various groups and staff coun- 
selling. This element focuses on individual issues. It provides an 
exclusive setting for expressing feelings for resolution of personal 
and business issues in the evening. It trains communication and 
interpersonal relating skills; examines and confronts the behavi- 
ours and attitudes displayed in the various roles of the clients; 
offers instruction in alternate modes of behaviour. 


There are four main forms of group activity in the TC: 
encounters, probes, marathons and tutorials. These differ some- 
what in format, aims and methods, but all attempt to foster trust 
and peer solidarity in order to facilitate personal disclosure, 
insight and therapeutic change. 


Peer encounter is the cornerstone of group process in the TC. 
The term “encounter” is generic, describing a variety of forms 
which utilize confrontation procedures as their main approach. 
Encounter groups meet at least three times weekly, usually in the 
evening, for two hours. Although its process is intense, its aim is 
modest, to heighten the individual’s awareness of the images, 
attitudes and conduct that should be modified. 


Probes meet as needed, usually in the early months of resi- 
dency. These groups, which last 4 to 8 hours, aim to strengthen 
trust and identification with others; and to increase the staff’s 
understanding of important background information of the per- 
son. 
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Marathons are extended group sessions that meet as needed, 
usually for 24 to 30 hours, to initiate a process of resolution of life 
experiences that have impeded the individual’s growth or devel- 
opment. Marathons make liberal use of dramatic, visual, auditory 
and environmental props to facilitate a “working through” of 
deeper emotional experiences. 


Tutorial groups meet regularly and are primarily directed 
toward training and teaching. Three major themes of the tutorial 
are : personal growth concepts, (e.g., self reliance, independence, 
relationships); job skill training, (e.g., managing a department or 
the reception desk) and clinical skills training (e.g., use of encoun- 
ter tools). 


The four basic groups are supplemented by others that con- 
vene as needed. These vary in focus, format and composition. For 
example, gender, ethnic or age-specific groups may utilize en- 
counter, tutorial or probe formats; dormitory, room or depart- 
mental encounters will address issues of daily community living. 


Counselling 

One-to-one counselling further balances the needs of the indi- 
vidual with those of the community. Peer exchange is on-going, 
frequent and constitutes the most consistent counselling in TCs. 
However, staff counselling sessions are conducted on an ‘as 
needed’ basis, usually informally. The staff counselling method in 
the TC is not traditional, evidentinits main features: interpersonal 
sharing, direct support, minimal interpretation, didactic instruc- 
tion and encounter. 


Community-clinical management element 

The objective of these activities is to protect the community as 
a whole and to strengthen it as a context for social learning. The 
main activities consist of privileges and disciplinary sanctions. 


Privilege 

In the TC, privileges are explicit rewards that reinforce the 
value of earned achievement. Privileges are accorded by behavi- 
our, attitude change, job performance and overall clinical prog- 
ress in the program. Displays of inappropriate behaviour or 
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negative attitude can result in loss of some or all privileges, 
offering the resident the opportunity to earn them back by show- 
ing improvement. | | 


Privileges acquire their importance because they are earned. 
The earning process requires investment of time, energy, self 
modification, risk of failure and disappointment. Thus, the earn- 
ing process establishes the value of privileges and hence, their po- 
tency as social reinforcements. 


The type of privileges is related to clinical progress and time 
in program, ranging from phone and letter wri ting in early treat- 
ment to overnight furloughs in later treatment. Successful move- 
ment through each stage earns privileges that grant wider per- 
sonal attitude and increased self responsibility. 


Discipline and sanctions 

_ Therapeutic communities have their own specific rules and 
regulations that guide the behaviour of residents and the manage- 
ment of facilities. Their explicit purpose is to ensure the safety and 
health of the community; their implicit aim is to train and teach 
residents through the use of discipline. 


In the TC, social and physical safety are prerequisites for psy- 
chological trust. Thus, sanctions are invoked against any behavi- 
our which threatens the safety of the therapeutic environment. 
For example, breaking the TC’s cardinal rules no violence or the 
threat of violence, verbal or gestural can bring immediate expul- 
sion. Even minor house rules are addressed, such as stealing 
mundane sundries (tooth brushes, books, etc.). 


The choice of sanction depends upon the severity of the 
infraction, time in program and history of infractions. For ex- 
ample, verbal reprimands, loss of privileges, speaking bans, may 
be selected for less severe infractions; job demotions, loss of 
residential time or expulsion may be invoked for more serious 
infractions. These measures (contracts) vary in duration from 3 to 
perhaps 21 days and are re-evaluated by staff and peers in terms 
of their efficiency. 


Though often perceived as punitive, the basic purpose of con- 
tracts is to provide a learning experience through compelling 
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residents to attend to their own conduct, to reflect on their own 
motivation, to feel some consequence of their behaviour and to 
consider alternate forms of acting under similar situations. 


Contracts also have important community functions. The 
entire facility is made aware of disciplinary actions that have been 
taken with any resident. Thus, contracts act as deterrents against 
violations; they provide vicarious learning experiences in others; 
and as symbols of safety and integrity, they strengthen commu- 
nity cohesiveness. 


D. Community as a context for social learning 

Although behavioural science principles and methods are 
the mechanism for understanding change in the TC, social learn- 
ing occurs within a context of the everyday life ina community as 
it is perceived and experienced by its members. Embedded in the 
routine activities of community life are social and psychological 
factors known to strengthen the learning process. Several of these 
are noted: 


Continuous observation 

_ Inthe 24 hour regime of the TC, all dimensions of individuals 
can be observed; how they work, relate to peers and staff, main- 
tain their room and personal hygiene; how they participate in 
groups and community meetings. These are the everyday behavi- 
ours and attitudes that provide the steady input of data to be 
addressed and modified. Individuals change their attitudes, val- 
ues and conduct through continual interaction with a community 
of others. 


Peer learning 

Practically all learning occurs collectively in positive peer 
groups which reverse the well documented influence of negative 
peers or street groups on individual behaviour. Thus, the use of 
peers in the TC incorporates the empirically demonstrated power 
of cohorts, teams and groups in enhancing learning effects. 


Repetition 
The TC message, its concepts of recovery and of right living 
are continually reiterated in virtually all of its activities (e.g., meet- 
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ings, written signs, one-to-one conversations, seminars, etc.) 
Particular stress is placed upon strengthening motivation by 
mutual encouragement to remain in the learning process, through 
reminders of the losses of the past, the gains of the present and the 
goals of the future. 


Affiliation 

The efficacy of the learning process is dependent upon the 
individual’s receptivity to the demanding regime of the TC. Skills 
training, role change, trial and error efforts unfold because of 
perceived membership in, thatis, affiliation with a community of 
similar others. 


The importance of affiliation in the TC recovery process for 
drug abusers has been suggested in other writings (De Leon 1983). 
Most drug abusers who enter therapeutic communities are disaf- 
filiated in that they are individuals who are unable or disinclined 
to live ordered lives or identify with mainstream values. By 
implication, models for changing these individuals must focus 
upon the goal of affiliation. This requires a socialization process in 
the broad sense of that word-to assimilate the individual into a 
community with shared values, assumptions and expectations in 
which the individual is an active, successful participant. 


In the TC, affiliation increases the client’s amenability to 
remain inthe learning situation. Willingness to engage in training, 
to respond to social reinforces, to accept disciplinary sanctions, 
depends in parton the client’s positive perceptions of the commu- 
nity itself. Thus, basic TC elements and activities such as its rules, 
3 daily meetings and varieties of group process focus upon 
reinforcing positive perception of the community to enhance 
affiliation. These perceptions include nurturance (provision for 
daily maintenance); hope and possibility (perceived in recovered 
staff and peer role models); physical safety (maintaining the 
cardinal rules against violence or other threats); psychological 
safety or trust, (perceived acceptance for self disclosure); bond- 
ing, or positive interpersonal perceptions and alliances (e.g., 
friendships, affection). 


Finally, affiliation, amenability and training are reciprocally 
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interactive. Behavioural progress through training strengthens 
community membership which sustains continued involvement 
in the social learning process. ] 


Effectiveness and New Applications 


Success rates : 

A substantial review of literature points to the effectiveness 
of the therapeutic community (TC approach) in rehabilitating 
drug abusers (see recent views by Brook and Whitehead 1980; De 
Leon 1985; De Leon and Rosenthal 1979). Significant improve- 
ments Occur on separate outcome variables (drug use, criminality 
and employment) and on composite indices for measuring indi- 
vidual success (e.g., De Leon et al. 1982). These studies show 
maximum to moderately favourable outcomes (based on opioid, 
non-opioid and alcohol use, arrestrates, additional treatmentand 
employment) for more than half of the sample of “completed” 
clients and dropouts. With few exceptions, follow-up studies 
report a positive relationship between time in program and post- 
treatment outcome status (e.g., see figure 1) 

Generally, these findings have been obtained in program 
based studies of individual TCs (e.g., De Leon etal. 1982; Holland, 
1983). However, they have been corroborated in a larger scale 
externally based follow-up studies that include therapeutic com- 
munities (e.g., Simpson and Sells 1982). 


In a few studies which investigated psychological outcome, 
results uniformly show significant improvement at follow-up. 
Recent Phoenix House studies, for example, have demonstrated a 
direct relationship between post-treatment success and psycho- 
logical adjustment (De Leon 1984; De Leon and Jainchill 1981-82). 


TC alternatives and client diversity 

Traditional TCs are highly effective for a certain segment of 
the drug abuse population. However, those who seek assistance 
in the TC settings represent a diversity of clients, many of whom 
may not be suitable for long term residential stay. 


Client diversity has encouraged TCs to improve their diag- 
nostic capability and to develop alternatives to long term resi- 
dence. Better assessment of individual differences has enhanced 
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Figure 1. Success and improvement rates: Comparisons between the 1970-1971 and 1974 
cohorts through 2 years of follow-up for male opioid abusers. Success (no drugs and no crime) 
and improvement rates by time in program (TIP). There are no significant cohort differences 
at any point on the curve, revealling a striking replication of the time-in-program function. 
(from DE Leon, 1984). 
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the TC’s capability for retaining those suitable for residential 
treatment through more flexible treatment planning and program 
modification. It has also clarified the need for options other than 
long term residential treatment. 


For example, the prominence of youth drug abuse has led to 
adaptations of the traditional TC approach that appear more 
appropriate for adolescents. These include age segregated facili- 
ties, with considerable emphasis placed upon educational needs 
and family involvement. Among adults, the spread of drug abuse 
in the work place, particularly in cocaine use, has prompted the 
TC to develop short term residential and ambulatory models for 
the employed, more specialized clients. 


The participation of families or significant others has been a 
notable development in TCs do not provide a regular family 
therapy service since the client in residence is viewed as the 
primary target of treatment rather than the family unit.* Experi- 
ence has shown, however, that beneficial effects can occur with 
other forms of significant-other participation. Seminars, support 
groups, open houses and other special events focus on how 
significant others can affect the client’s stay in treatment; they 
teach the therapeutic community perspective on recovery and 
they provide a setting for sharing common concerns and strate- 
gies for coping with client’s future re-entry into the larger commu- 
nity. Thus family participation activities enhance the TC’s reha- 
bilitative process for the residential client by establishing an 
alliance between significant others and the program. 


The TC and mental health 

The gradual “enculturation” of drug abuse in recent years 
has resulted in growing numbers of individuals with concurrent 
substance abuse and psychiatric problems. In mental health set- 
tings, for example, young adult chronics (age 18-35) constitute a 
substantial proportion of psychiatric inpatients. For these, drug 
use produces new symptoms or exacerbates pre-existing psychi- 
atric conditions, posing serious management and clinical prob- 
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* Some therapeutic community systems, such as Phoenix House, do offer 
programs in individual and multiple family therapy as components of their 
non-residential and (more recently) short term residential modalities. 
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lems. In psychiatric outpatient populations, undetected drug use 
presents a formidable diagnosis problem (Nurco 1983). Con- 
versely increasing numbers of substance abusers seeking admis- 
sion, to drug treatment programs have documented psychiatric 
histories. 


Many TCs have responded to the widening range of client 
problems. Although the TC self-help approach remains funda- 
mental, modifications in ancillary services, practices, and staffing 
are evident. For example, psycho-pharmacological adjuncts and 
individual psychotherapy are utilized for selected clients at ap- 
propriate stages of treatment. In particular, staff composition has 
altered to reflect a mix of selected mental health professionals 
(psychiatrists, psychologists, and social workers) with the tradi- 
tionally trained TC professionals. 


Incorporating these modifications into the TC has been diffi- 
cult for a variety of reasons. Some of these relate to the TC’s drug- 
free philosophy and self-help perspective, others to staff differ- 
ences in language, education, role definition and experience. 
These difficulties have been minimized through vigorous train- 
ing and orientation efforts guided by a common perspective of 
recovery. Indeed, the successful integration of elements from the 
traditional TC and mental health approaches portends the evolu- 
tion of anew treatment model applicable for both substance abuse 
and psychiatric populations. 


TC models are also relevant for problems and people outside 
of the mental health systems; two examples are noted. 


New target populations 

Educational models involving a residential component are 
being considered for increasing numbers of those not adapted to 
conventional schools. Similarly, there is an increasing demand in 
the criminal justice system for models within jails, and as special 
re-entry facilities for probates and parolees (e.g., Wexler 1986) 


Social health applications 

The need for environments for social learning is also appar- 
ent within settings that are not involved in social or psychological 
pathology. These include industry, conventional schools, busi- 
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ness organizations, community action organizations and even 
families. The perspective of therapeutic communities, summa- 
rized in the phrase “community as teacher”, and emphasizing the 
goal of social learning, has obvious application across institutions 
which do not deal with social pathology. 


Finally, the TC model has been implemented in many coun- 
tries of Europe, South America, Australia, Southeast Asia and 
Asia proper (De Leon and Ziegenfuss 1986). Although programs 
have been adapted for cultural differences, their efficacy reflects 
the extent to which they have incorporated the essential element 
of community as teacher and healer. 
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SESSION III 
DISCUSSION 


Dr. S.K. Verma 


The National Mental Health Programme (NMHP) has iden- 
tified as its objectives amongst others, the following : (i) applica- 
tion of mental health knowledge in social development and (ii) 
promotion ‘on community participation in the mental health 
service development and stimulation of efforts towards sel f-help 
in the community. | 


Animportantapproach suggested to achieve these objectives 
is the involvement of state, district and block level leadership for 
the implementation of the mental health programme to ensure 
community participation. Fostering of linkage with various gZOv- 
ernmental and non-governmental sectors of the community like 
education and social welfare sectors, legal agencies and the volun- 
tary sector will enhance the total mental health awareness as well 
as application of mental health skills and knowledge by all per- 
sons. The NMHP document also notes that “Social behavioural 
and learning problems are manifesting themselves in schools. 
Addition of mental health inputs in the school health is likely to 
play a major role in their amelioration. Teachers would therefore 
have to be given adequate orientation in early diagnosis of most 
of the common mental health problems” (NMHP, 1982). It is the 
purpose of the paper under discussion to review the role and 
involvement of various paraprofessionals and non professionals 
resources for mental health sector in India. 


After going through the exhaustive paper on the role of para- 
professionals and nonprofessionals in mental health care, itis dif- 
fieult tocomment upon without considering the broader concept 
of mental health. 


First of all, we must consider the broader concept of mental 
health in India. A dilemma exists - for whom these Services are 
planned, and whether the limited resources are to be utilized for 
those with recognised mental illnesses (like psychotic, organic, 
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neurotic disorders, chronic alcoholics or drug dependent) or 
cover increasing areas of psychological disturbances and mal- 
adjustment. In a developing country, a large number of people 
who are homeless, unemployed, school and college dropouts, 
present similar behaviour pattern and problems but are not 
necessarily psychiatrically disturbed. There is a danger of extend- 
ing the boundaries too far and may result in dilution of services to 
the priority groups. Therefore a clear definition of nature of im- 
pairment is required, if psychiatric services are taken to the com- 
munity through different functionaries. 


There is no denying of the fact that after Independence the 
service pattern of mental health care is gradually shifting from 
custodial role to therapeutic ones, i.e., from mental asylum to 
psychiatric units, including centres for higher education like 
NIMHANS, C.I.P., Ranchi, A.I.I.M.S., New Delhi, and P.G.L., 
Chandigarh. These services are catering only to a small section of 
the population (urban and affluent) and there is a great need to 
widen the scope of these services at community level through 
various outreach programmes. It has been also recognised that the 
financial restraints and paucity of trained manpower of both 
medical and paramedical personnels are a great hindrance to the 
extension of these services to the community level. Therefore 
alternative strategies are being planned to utilize the existing 
manpower available in the on-going welfare services, rural devel- 
opment programmes and education sector. From the welfare 
sector, functionaries of Integrated Child Development Scheme 
(ICDS). District Rehabilitation Centre (DRC) and from education 
sector, teachers, student volunteers (NSS) have been identified as 
possible source of additional manpower for community health 
programme. The pertinent question is to what extent their serv- 
ices can be utilized for community mental health programme ? 


The functionaries engaged in ICDS, DRCs, IRDP and school 
teachers can only be assigned the task of identification of the cases, 
motivation of the client and referral service along with their 
routine work. How much effective role these functionaries can 
play in the extension of mental health programmes to rural areas 
will need constant monitoring. Our experience of utilizing the 
services of functionaries of the above agencies have not been very 
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encouraging. Majority of them are not in a position to shoulder 
extra load. Moreover they expect extra monetary gains for the 
additional work. Similarly the services of teachers and NSS volun- 
teers can be effectively utilized for short term programmes but not 
for a continuing programme because their initial enthusiasm 
cannot be sustained for long. 


Paraprofessionals can perform many useful tasks ina variety 
of settings and in community care programmes for chronically 
mentally disabled. Similarly the nonprofessionals having the 
_ same background and coming from the community can become 
an effective tool in mental health care. However, effectiveness of 
these persons depend on proper task assignment, proper selec- 
tion and screening of these persons and orientation and trainin g. 


The involvement of non-governmental and voluntary or- 
ganizations in various aspects of mental health care is compara- 
tively new in the country. Their activities include running of day 
care centres and half way homes, de-addiction camps and special 
services for mentally retarded children. These organizations are 
urban based and in my opinion have very limited role to play in 
the mental health programme, unless they extend their services to 
the periphery. 


The role of ‘natural helpers’ in the community toassista large 
number of people who experience problems in living and other 
emotional problems not amounting to illness has been well docu- 
mented. These natural helpers can be trained for ‘crisis interven- 
tion’ at the local level (suicidal attempts, violence etc.) Their 
services have to be integrated in the mental health programme 
and without adequate services in the catchment area, they cannot 
perform effectively. 


The vital step in extending the mental health care at commu- 
nity level is to formulate policies and programmes in such a way 
that policy makers, planners, mental health professionals and 
other functionaries as well as community can become an equal re- 
sponsive partners. It has been often pointed out that in the broad 
perspective, the community health movement exhibits all the 
characteristics of a social movement: leaders, followers, an ideol- 
ogy and programme, and some bureaucratic structure. After 
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Independence the political will could be seen from various steps 
taken by the government to formulate the National Mental Health 
Programme but unfortunately it could not be converted into 
community health movement. In United States this movement 
‘ook place around 1960 and later on culminated into a major 
mental health delivery system. The key components of this deliv- 
ery system were : geographic responsibility, comprehensiveness, 
continuity of care, accessibility, responsibility, community in- 
volvement and prevention. These components called for long 
term action plan in the development of services i.e., identifying 
the catchment areas, a centre to provide mental health care (at 
least at district level) easy accessibilities of these services (located 
within regional proximity), community need based services and 
also active community involvement. There must be due emphasis 
on prevention of mental disorders. It is often seen that equity of 
disorder make even the most ambitious plan of treatment inade- 
quate in the absence of measures toreduce the incidence of mental 
illness. The task can be accomplished by emulating the modalities 
developed for ICDS and DRC schemes. We may take the help of 
other functionaries suchas paraprofessionals and nonprofession- 
als as a short term measures but a long term strategy has to be 
developed to extend the mental health services to the periphery. 


Linda H. Aiken 


The U.S. with a population of 240 million has some 400,000 
mental health professionals while India with a population of 750 
million has approximately 3,000 mental health professionals. The 
general strategies for delivering mental health services in the two 
countries reflect these differences in professional manpower re- 
sources. The United States has a specialized mental health system 
with ambulatory and institutional settings dedicated to psychiat- 
ric care and physicians, nurses, psychologists, and social workers 
with speciality training in psychiatry. The central strategy of 
India’s mental health services plan is to integrate mental health 
services into general medical care instead of developing a special- 
ized system. This is a pragmatic approach that holds considerable 
promise for maximizing access to mental health services for 
India’s large and predominately rural population. 
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Despite the differences in professional manpower resources 
and the organization of mental health services in the two coun- 
tries, however, there are some remarkable similarities in the 
challenges faced by both. Despite the specialized mental health 
system in the U.S., most mental health services are actually 
provided in the general medical care system by practitioners 
without speciality training in psychiatry. So we share the common 
challenge of educating primary care providers to recognize and 
treat or refer patients with mental disorders. Second, despite the 
more favourable ratio of mental health professionals to the popu- 
lation size in the U.S., most of the day-to-day care of the seriously 
mentally ill and mentally disabled is actually provided by non- 
professionals. Third, the U.S. like India hasa large unmet need for 
mental health services. Hence, both countries are faced with 
trying to maximize available resources to reach more people who 
need care, and both countries face problems achieving an equi- 
table geographic distribution of health services between urban 
and rural areas. | 


Dr. Issac makes a strong case for the creative use of man- 
power, both professional and nonprofessional, and for focusing 
attention on the potential contributions of non-health personnel 
for extending health surveillance and long-term management of 
health problems in community settings. 


My paper will focus on several innovative manpower strate- 
gies that have been employed in the U.S., to extend access to 
services to underserved groups. While the basic underlying ra- 
tionale for these strategies is applicable to the Indian context, 
clearly major modifications would be required to adapt them to 
the special requirements of Indian communities. 


Nurses 

One of the most obvious differences between our two coun- 
tries in terms of health manpower is the use of nurses. In the OSy 
we have found nurses to be the most versatile and cost effective 
health providers in our system,' and asa nation we have made a 
national commitment to expanding nursing schools and provid- 
ing educational support to encourage young people to becorne 
nurses.’ There are currently over 2 million nurses in the United 
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States compared to about 45,000 physicians. We have found so 
many productive roles for nurses in the U.S. that our health care 
institutions try to recruit them from other countries, including 
India. India has many fewer nurses on a population basis and as 
a ratio of nurses to physicians than the U.S.. Is nursing a yet 
untapped and valuable resource that warrants greater considera- 
tion in India in terms of health manpower policy ? 


There is a large body of research in the U.S. and Canada that 
consistently finds that appropriately trained nurses can provide 
care of comparable quality to that provided by physicians for up 
to 85 percent of encounters in general medical practice.’ The idea 
of expanding the role of nurses to include care that formerly was 
defined as the domain of physicians first appeared in the U.S. in 
the 1960s as a strategy to overcome what was perceived to be a 
shortage of physicians. Using nurses to substitute for doctors was 
a radical idea to many and therefore a rigourous series of studies 
was undertaken to determine whether patients were satisfied 
with care, their level of acceptance of the nurse in lieu of the 
doctor, and whether the quality of care provided by nurses 
compared to that provided by physicians. The results were over- 
whelmingly positive.‘ 

A shortage of psychiatrists in the U.S. exacerbated by the re- 
luctance of many to care for the chronically mentally ill, has 
increased the importance of nurses in mental health service set- 
tings.° Nurses are particularly well suited to the care of the 
seriously mentally ill because they bring to this role a long 
tradition in psychosocial support, orientation to family relation- 
ships, expertise in primary medical care, and knowledge of phar- 
macological issues and psychotropic drug management.‘ 

From a more general economic development point of view, 
nursing is an occupation that has provided upward mobility for 
women around the world, and thus has contributed to an im- 
proved standard of living for many families. There is still social 
stigma attached to nursing in some countries, including India. 
However in view of the underdeveloped potential for nurses to 
inyprove access to health care in a country like India, a public 
education program on the potential merits of careers in nursing 
migyht be a worthwhile consideration. 
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Schools as a setting for health care 

Dr. Issac discusses the potential for integrating non-health 
personnel, particularly in rural settings, in the overall health plan 
for a community. He notes that teachers are usually held in high 
regard in most communities, and could bea resource for identify- 
ing health problems and in long-term management of chronic 
conditions. 


In the U.S., we have also found schools to be effective settings 
for health care.’ National studies of the utilization of health 
services suggest that many children do not receive appropriate 
and timely medical care. If health care is actually available on-site 
in schools, children’s access to services improves. 


A recent5 state demonstration program in the U.S. evaluated 
the impact of placing nurses in schools. Access to care improved. 
Children had fewer uncorrected diagnosed health problems such 
as vision and hearing impairments that could interfere with 
learning. Immunizations were more likely to be complete. And 
behavioural and mental health problems were more likely to be 
under treatment..’ A similar initiative was successfully imple- 
mented to bring dental care to children in school settings. 


A major criticism of the use of schools as settings for health 
care is that these activities divert the attention of teachers from 
their major educational responsibilities. While this is a concern 
that warrants attention, the demonstration programs previously 
cited were able to achieve an appropriate balance that did not 
have a deleterious effect on educational program or place unrea- 
sonable demands on teachers. 


References 


1. Aiken, L.H. & Mullinix, C.F. The nurse shortage: myth or reality ? 
New England Journal of Medicine, 317 : 641 - 646 (1987). 


2. Aiken, L.H. (ed.). Nursing in the 1980s : Crises, Opportunities, Chal- 
lenges. Lippincott, Philadelphia (1982). 


3. Mezey,M.D.& McGivern, D.O.(eds.) Nu rses, Nurse Practicioners: The 
Evolution of Primary Care. Little, Brown & Co., Boston (1986). 


4. Office of Technology Assessment. Nurse Practitioners. Physician As- 
sistants and Certified Nurse-Midwives: A Policy Analysis. U.S. Con- 
gress, Washington, D.C., (Dec. 1986). 


5. Mechanic, D. Mental health ands social policy: initiatives for the 
1980s. Health Affairs 4 (1) : 75-88 (1985). 


6. Aiken, L.H.Unmet needs of thechronically mentally ill: Will nursing 
respond ? Image : Journal of Nursing Scholarship 19 (3) :121-125 (1987). 


7. Downs, F.S. Schools: a setting for nursing practice. In L.H. Aiken 
(ed.) Health Policy and Nursing Practice. McGraw-Hill, New York pp 
64-70 (1981). 


8. Meeker, RJ., DeAngelis C., Berman, B., Freeman, H.E. & Oda, D.A. 
comprehensive school health initiative. Image : Journal of Nursing 
Scholarship 18 (3) : 86-91 (1986). 


9. Klein, S.P., Bohannon, H.M., Bell, R.M., Disney, J.A., Foch, C.B. & 
Graves, R.C. The cost and effectiveness of school based preventive 
dental care. InL.H. Aikenand B.H. Kehrer (eds.). Evaluation Studies 
Review Annual (Volume 10). Sage Publications, Beverly Hills, (1985), 
pp 182-200. 


Dr. R. Parthasarathy 

The views, observations, inferences drawn out of pilot ex- 
periments, and intense involvement in respect of the role of para- 
professionals and nonprofessionalsin mental health care in India, 
as presented by Dr. Mohan Issac are worth scientific contempla- 
tions and realistic extrapolations. Need and importance of para- 
professionals especially in context of paucity of mental health pro- 
fessionals and inadequacy of traditional mental health infrastruc- 
ture is well brought out. Increased support for such approaches is 
sought from the formulations of National Mental Health Pro- 
gramme for India. In fact, the way he tries to strike a balance 
between ‘priority problems’ and available human resources in the 
social system falls within the purview of community organisa- 
tion. The paper aims at human resource development for mental 
health care in all possible ways and means. The ethical issues and 
other perspectives raised in the last section of the paper make one 
feel that the author is neither unrealistically optimistic nor unduly 
pessimistic but scientifically realistic. To put it in a nutshell, the 
approaches suggested are timely, relevant to our socio-economic 
milieu and appropriate to ensure availability, and accessibility of 
basic mental health care for all in the foreseeable future, particu- 
larly to the most vulnerable and under-privileged sections of 
population. 
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Historical Facts and Motivational Forces for Mental Health 
Scientists. | 

Whenever we think of possibilities and probabilities of in- 
volving lesser trained persons for multifarious activities con- 
nected with mental health, itis worth recollecting the examples of 
last century and the beginning of this century. Dorothea Lynde 
Dix was a teacher, writer and religious poet. Greatest contribu- 
tions were the reforms she achieved as one woman lobbyist for the 
humane care and treatment of the insane. She was personally 
responsible for the establishment of thirty two new institutions 
(public and private) for the care of the ‘insane’, perhaps her 
greatest accomplishment was to prepare ground for the mental 
health movement. 


Yet another example is Clifford Beers. After his graduation he 
worked asa clerk. He became the founder of the American Mental 
Hygiene Movement. His book, ‘A Mind That Found Itself’, paved 
the way for Mental Hygiene Movement. 


Yeoman services and pioneering efforts taken by Dorothea 
Lynde Dix and Clifford Beers prove the fact that great achieve- 
ments in the field of mental health were accomplished not by 
professionals but by nonprofessionals. Viewing from this angle, 
the framework covered in the paper seems to be inspired by such 
historical facts and figures. 


Social Action Strategies - Need of the Hour 
Social action is defined as the undertaking of the collective 
action to mitigate or resolve a social problem.2 Mental health 
problems become social problems by virtue of the magnitude, 
impact on the affected individuals and social milieu, available 
facilities for treatment and rehabilitation, stigma attached to the 
illness, problems encountered by patients before, during and after 
hospitalisation call for a broad range of social action phenomena. 
The change agents play a vital role. The change agents fallinto two 
_ groups, leaders and supporters. The leaders include six types of 
persons. 
(1) Directors- those who started or head the organisations and 
wield the power 


(ii) Advocates - those who wield the pen rather than the power 
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but are close to those in power 


(iii) Bankers - those who provide the purse. They supply the 
financial resources to keep organisation operating and are 
close to those who wield the power. They are typically 
weaithy individuals who become angels for the cause or who 
are excellent at raising money from others to support the 
cause. 


(iv) Technicians- those who provide professional advice or serv- 
ice i.e., expertise to the directors or they may serve on the 
staff of the organisation 


(v) Administrators - those who run the day to day affairs of the 
organization and 


(vi) Organizers - those who have effective skills in enlisting sup- 
porters and running prograrnmes and campaigns. These six 
groups make up the agency’s leadership. 


Every cause that takes root gainsa larger group of supporters 
or followers. Here three roles can be distinguished. 


(i) workers are those who are committed enough to the cause to 
give their time to it, 


(ii) donors make contributions of money rather than time to the 
cause, and 


(iii) sympathisers who neither work for nor give much money to 
cause but give it lip service support. One of the principal jobs 
of the leaders is to convert sympathisers into donorsoractive 
workers. 


Looking from the social action paradigm, the personnel from 
social welfare, education, voluntary sector su ggested in the paper 
for active contributions to mental health care would either be 
LEADERS or FOLLOWERS. Naturally, they become changeagents 
and not professionals only. Professionals serve as links and coor- 
dinators in the process of social action for mental health cause. 


Paraprofessionals and Nonprofessionals : Researchers View 
Point | 
The paraprofessional worker is the member of a team dis- 
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charging functions requiring a specific body of knowledge, who 
is narrowly circumscribed and is at a simple level of conceptuali- 
zation. It is more practice than theory oriented, and the skills 
required are limited to tasks which are highly specific. All these 
jobs require core knowledgeand skills which are common to them 
all such as how to work with people, organise groups, communi- 
cation skills, human behaviour etc.’ In the context of mental health 
workand intersectoral approach, many workers could be grouped 
under the classification of paraprofessionals. Likewise, the non- 
professionals refer to people who are not mental health profes- 
sionals - they may be professionals in other fields, volunteers and 
allied personnel. 


Durlak‘ reviewed forty two studies comparing the effective- 
ness of professional and paraprofessional helpers with respect to 
outcome and adequacy of design. Although studies have been 
limited to examining helpers functioning in narrowly defined 
clinical roles with specific client population, findings have been 
consistent and proactive. He inferred that paraprofessionais 
achieve clinical outcome equal to or significantly better than those 
obtained by professionals. In terms of measurable outcome, pro- 
fessionals may not possess demonstrably superior clinical skills 
when compared with paraprofessionals. Moreover, professional 
mental health education, training and experience do not appear to 
be necessary prerequisites for effective helping persons. The 
strongest support for paraprofessionals has come from programme 
directed at the modification of college students and adults specific 
target problems and toa lesser extent, from group and individual 
therapy programs for non middle class adults. He concludes that 
unfortunately there is little informationon the factors thataccount 
for paraprofessionals effectiveness. 


The aforementioned drastic observation was commented 
upon by Nietzel and Fisher.’ They highlighted three problems 
that seriously constrain the interpretability of the research : (a) in- 
adequate internal validity, (b) inconsistent and inappropriate 
definitions of professional and paraprofessional status and (c) the 
uncertain meaning of unrejected null hypotheses in studies with 
low power and insensitive designs. Their re-evaluation of the 
studies led to the conclusion that there is some evidence that 
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paraprofessionals working with psychiatric inpatients under close 
professional supervision achieve outcomes equal to or better than 
therapists with masters degree. The data of one study’ showed 
that supervised paraprofessionals using systematic desensitiza- 
tion in treating mild behaviour problems of college students do as 
well as doctorial level therapists. 


Berman and Norton’ found that professional and paraprofes- 
sional therapists were generally equal in effectiveness. Their 
analyses of the related studies also suggested that professionals 
may be better for brief treatments and older patients although 
these differences were slight. They conclude that current research 
evidence does not indicate that paraprofessionals are most effec- 
tive, but neither does it reveal any substantial superiority for the 
professionally trained therapist. 


Gruver® reviewed all the research studies related to college 
students as therapeutic agents. Studies based primarily on obser- 
vation and clinical impressionism suggest that college students 
may be useful as therapeutic agents, and at the same time, stu- 
dents involved ina helping relationship exhibit personality changes 
not unlike those effected by more traditional psychotherapies. 
Similar finding was observed by Bergman and Doland? in their 
studies. 


Non Professionals : The Indian Context 

Student and non student volunteers have been involved ina 
variety of activities related to rehabilitation and after care pro- 
grammes. Likewise, personnel working in the voluntary agencies 
were found to be helpful in motivating the patients and their 
families for regular follow up. This could be applicable in urban 
setting.” Teachers, ICDS personnel, and mass media personnel 
have been found to be potential sources of helping the mentally ill 
and handicapped. The voluntary agencies mostly being sup- 
ported by certain religious or caste groups or political organisa- 
tion, involvement of such personnel need to be scrutinized care- 
fully. This situation calls for more reliance on governmental 
organisations and their personnel. As far as primary network is 
concerned, families of patients and recovered patients may be the 
genuine sources of welfare and developmental programmes. 
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Increased Scope for Positive Mental Health 

If mental health programmes aim at promotion of personal, 
social, emotional and intellectual competence, adjustment, inter- 
action and behaviour, mental health orientation becomes basic 
requisite for each and every one - whether they are from rural or 
urban areas, working or non working, rich or poor, young or old. 
The knowledge gained in such programmes may be helpful in 
preventing many psychological stresses, interpersonal strains 
and cope with the varied demands of daily life. Curricula in 
schools and colleges could have appropriately selected portions 
related to mental health. Informal gatherings could focus on such 
issues; public seminars and meetings could be effective media. 
This could well be considered under the purview of life oriented 
mental health education to the public, mainly dealing with prepa- 
ration for and coping with stresses and strains of human life. 


Mental Health Inputs in Industrial Settings 

In the era of urbanisation and industrialisation, itis relevant 
to focus on the mental health problems of industrial workers - 
alcoholism, absenteeism etc. Moreover, personne! in this setting, 
especially welfare officers, and personnel officers are concerned 
with welfare and development of the workers. In addition, these 
_ Settings provide infrastructural facilities / programs like workers 
education centres. Considering all these circumstances, it is nec- 
essary to orient the concerned personnel in respect of common 
mental health problems, ways of prevention, services. available, 
simple counselling skills and other related aspects. By doing so, 
‘we may be adequately handling the mental health problems of 
industrial workers in Indian setting. Industrial organizations, 
because of the perceived ad vantages will readily cooperate with 
mental health professionals in such programmes. 


Necessary Actions for High Risk Groups , 

In the social welfare sector, in addition to ICDS personnel 
others could be considered for training purposes. The inmates of 
the Remand Homes, Certified schools, Orphanages, Destitute 
Homes, Women at risk, Homes for Unwed Mothers and Homes 
for Aged represent high risk groups. Presently, personnel work- 
ing in these settings are deprived of mental health skills and 
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knowledge. Their handling of problems of this population, more 
often than not, is far from adequate. If they are offered training in 
respect of developmental psychology, child guidance, counselling 
and guidance and other helping processes, it will goa long way in 
handling the problems of institutionalized inmates. Moreover, 
the infrastructural facilities in such agencies offer necessary 
atmosphere for training in mental health and scope for mental 
health consultation. 


Proper Utilisation of Community Leadership Patterns 

Community leaders in urban and rural setting serve as infor- 
mal care givers in the respective localities. If they are adequately 
oriented, they can motivate various agencies and personnel in 
mental health services. In the Indian context, formal leaders like 
Zilla Parishad members, Mandal Panchayat members, Munici- 
palities/Corporation Members, People’s Representatives in As- 
semblies and Parliaments constitute important segments of the 
society. Depending on the interest and involvement, they can be 
oriented towards various service activities contributing towards 
the welfare of the mentally ill and mentally retarded persons in 
the community. They will serve as nucleus for further activities 
and programmes in the community especially in the large scale 
collective’ action for helping cause. Their potentials in respect of 
mobilisation of resources, motivation, attitudinal changes, and 
relationships patterns need to be looked into the community 
settings. 


Adequate Preparation For Transfer of Technology 

Various tasks connected with preparation of personnel from 
education, social welfare and development require careful plan- 
ning and preparation. First of all, the mental health professionals 
need to be trained in community related aspects. Unless, they are 
exposed to realities at community level, it is difficult in the later 
Stages to channelise their knowledge and skills in community 
centred service activities. Suitable incorporation of community 
approach in curriculum, training at field level and researchers in 
community need to be thought of before we try to launch such 
programmes at the national level. Suitable materials, and appro- 
priate methodologies, need tobe developed for suchcollaborative 
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activities. In absence of such strategies, one will find resistance for 
such welfare programmes, not from agencies and communities 
but from professionals themselves. As seen earlier, what we need 
is a large number of ‘leaders’ in the field as well as ‘supporters’ for 
the advocacy of the welfare of mentally ill and handicapped. 


New Directions for Mental Health Consultation 

All the envisaged tasks and activities for mental health pro- 
fessionals open the new vistas of mental health consultation. Es- 
sential common features of mental health consultation as por- 
trayed by Plog and Ahmed" are : i) Mental health consultation 
requires the professional providing the services to have a broader 
armamentarium of skills and capabilities than is true of an indi- 
vidual in private practice; (ii) The typical consultant mustbe much 
more flexible and professionally adaptable than an average indi- 
vidual engaged in psychotherapy. The number and diversity of 
the situations the consultantis likely toencounter demand greater 
adaptiveness; iii) A mental health consultant must be prepared for 
the shock of having his services evaluated. Whatever the agency, 
it is typical for its program director to review what have been the 
accomplishments or lack of them, by the consultant on at least a 
once a year basis. iv) The typical consultant has to be responsive 
to the sociological setting in which he is operating in addition to 
the personnel psychology of the individuals with whom he is 
consulting. v) Because of the awareness of the social milieu in 
which they work, the vast majority of mental health consultants 
have a deeper respect for the ‘establishment’. Through working 
with administrators, executives, and othersin positions of respon- 
sibility, the consultant develops an understanding of the prob- 
lems faced by these individuals and the risks that these executives 
must face in all courses of action they take. Blanket criticism of es- 
tablished rules and regulationsis a luxury not available toa good 
consultant. vi) The consultant and his client have coequal profes- 
sional status. Each respects the other for a specialized area of 
knowledge and draws from the other in this area. vii) The avera ge 
mental health consultant has to be emotionally stable and far 
better ‘put together’ individual thana typical therapist in private 
practice. If he is found to be overly rigid or insensitive to others, 
he will be rejected by this consultees. Deviancy or strange behavi- 
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our is likely to be recognised quickly and can become the source 
of private jokes and stories or a concerted effort to remove him 
frem the agency. For the private practitioner, in contrast, 1cono- 
clastic behaviour may be the souree of some discussion by pa tients 
with their relatives or friends, but it is often presumed to be the 
source of his brilliance and therefore his usefulness as a therapist. 

The effective consultant recognizes the requirement to be in- 
novative and creative, so as to adapt to the unique demands of 
each consulting relationship but he also possesses the profes- 
sional skills and personal discipline to deliver the services re- 
quired in each situation so that he is not inappropriately chal- 
lenged by his consultees to demonstrate competency. 
Monitoring of Progress is Indispensable 

Whether it is involving ICDS personnel, correctional institu- 
tions, teachers, or volunteers, it is essential to assess the appropri- 
ateness of each and every step starting from selection of person- 
nel, methods of training and post training performance at periodi- 
cal intervals.s Intensive involvement requires to see that whether 
the participants in such programmes have average capacity to 
undertake these assignments or they have any serious emotional 
disturbances themselves. Hence, mechanisms for monitoring of 
the progress need to be incorporated with collaboration mecha- 
nisms. Many a time ‘single shot’ programmes may not be suffi- 
cient, refresher courses and other allied programmes need to be 
planned and organised for paraprofessionals and non profession- 
als. Guidance and supervision need to be offered to them in their 
service activities. 


Toconclude the role of paraprofessionals and nonprofession- 
als in mental health care in India is vital; scope of such work in de- 
veloping countries is immense; itis an exciting and professionally 
rewarding enterprise; the challenges in this process need to be 
given much attention and the professionals need to be humane 
of the professionals in such tasks become the priority area in 
training; feasible strategies need to be developed to make the 
theoretical tenets into realistic action and services. Social action 
and community organization skills and knowledge are highly 
relevant in the process of transfer of technology. 
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Paper titled “Therapeutic communities : Perspective, effec- 
tiveness and application as a general model” presented by Dr. 
George De Leon, focuses on the spectrum of drug abusers - a 
growing problem associated mainly with the new stresses of 
urbanisation and industrialization, but their prevalence is also 
high in rural areas."* Important approach adopted by the author 
and his team members, highlighted in this paper ts “therapeutic’ 
community” a special kind of milieu therapy in which the total 
structure of the treatment unit is involved as part of the helping 
process. 


To quote the authors words, “Twenty years of research has 
convincingly demonstrated the effectiveness of therapeutic communities’ 
in rehabilitating substance abusers. Although well established in addic- - 
tion, the therapeutic community self-help model has made unique and 
powerful contributions to problems in criminal justice, psychiatric and 
educational settings. Nevertheless, many workers - practitioners,. re- 
searchers, and academics remain un-informed as to its nature and 
impact.” 


By going through thecontentsof the paper, one could say that 
Dr. George De Leon has been successful in achieving the primary 
objective of his paper ‘to provide an overview of the therapeutic 
community in terms of its perspective, method and treatment 
effectiveness’. His experience and involvementare reflected inhis 
lucid description, about the programme, summarizations of the 
research on short and long term outcome on both substances 
abuse and psychological disorder and discussion on the adapta- 
tion of the model for treatment of a variety of psychological and 
behavioural disorders. 


The excellent and striking phrase, ‘therapeutic community’ 
coined by Main in 1946 has now had too much currency so that it 
has been almost rubbed smooth of meaning. Maxwell Jones, who 
has given the word meaning, stated that he described ‘a therapeu- 
tic community as distinctive among other comparable treatment 
centres in the way the institutions’ total resources, both staff and 
patients, are self consciously pooled in furthering treatment.” 
Related to this approach is ‘administrative therapy’ coined by 
Clark, who justified by saying thatit combinestwo activities often 
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seen as antagonistic, namely psychotherapy - the positive treat- 
ment of patients by psychological means - and administration -. 
the daily business of planning, conferring, sitting on committees, 
and dealing with regulation and paper work. He focussed on the 
art of treating patients with administrative means. 


The realization that people change, learn, and mature as a 
result of their interpersonal and social relationships and experi- 
ences is not new. It is interwoven in the fabric of all theories of 
personality development. Yet the applied use of this knowledge 
in the treatment of mental illness has not been in the use of 
individual psychotherapy, a two person system in which one 
person learns about himself through his experience with another 
person. The use of the total environment witha deliberate attempt 
to include all relationships for the benefit of the patient isa logical 
extension of this method. 


As no two societies of any kind are alike, so no two therapeu- 
tic communities are alike. Such groups work toward their goalsin 
different ways, depending on the people who constitute them.” 
Simulated community milieu becomes the centre of therapeutic 
activities in institutional settings. 


In discussing such an important approach, itis worth consid- 
ering the problems of a therapeutic community as perceived by 
Dean et al” namely, (i) there is no clear, conceptual model under- 
lying the therapeutic community. The problem lies in the fact that 
while we have both intrapsychic and social models, a supra- 
ordinate model is required, one that transcends the existing ones; 
(11) while the gains in terms of personal and professional satisfac- 
tion for the staff are enormous, the lack of clear boundaries 
between the various professional roles and the threat or loss of 
professional identity are anxiety provoking; (iii) “group respon- 
sibility” unless skilfully nurtured,can become no responsibility”; 
(iv) there is a continuing possibility that the individual patient 
may become lost in the concern for the group. It seems clear that 
ina well functioning community there isanincreased concernand 
respect for the individual. When patients are permitted to with- 
draw, to become isolated, this in itself isa problem which must be 
dealt with by the community; (v) the therapeutic community may 
teach values that are appropriate to its own culture but that might 
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lead to difficulties if the patient were to apply elsewhere. For 
instance, while a patient may be encouraged to “speak his mind”, 
in the hospital, it may be more appropriate to hold his tongue 
when speaking to his boss outside; and (vi) as few centres cur- 
rently offer training especially suited to functioning ina therapeu- 
tic community, it remains the function of the setting itself to train 
its own staff. Fortunately, the daily community meeting is an 
excellent living-learning experience which lends itself especially 
well to this training function. 


Moreover, emphasison ‘living-learning’ opportunities, makes 
therapeutic community almost a school for living. The ‘student 
body’ is composed of those who have found themselves unable to 
meet the demands of every day responsibility. The ‘faculty’ is the 
Staff, who have developed skills and sensitives which enable them 
to teach social skills and self understanding. The course work 
consists of the daily living situation, similar in many ways to 
ordinary life situation but more protective and enriched to in- 
crease learning possibilities. But, in a developing country like 
India, the feasibility of such exercise need to be viewed realisti- 
cally. Duration of the learning experiences and the cost involved 
make an Indian client difficult to accept this modality of treat- 
ment. The institutional environment characterised by right au- 
thority, hirearchy, rules and regulations as seen in developing 
countries may not provide congenial conditions for the growth of 
therapeutic community. 


The cardinal principle of decentralisation and delegation of 
professional authority could be tried out outside the institutional 
settings rather than within the four walls in developing countries. 
Instead of merely aiming at changing the institutional atmos- 
phere, we can apply the principles and process of therapeutic 
community in the real community itself. The rural community by 
virtue of its increased primary contacts, mutual understanding, 
better cohesiveness and lesser expectations and lesser competi- 
tions, provide a therapeutic milieu for the patients.”! Systematic 
community centres activities, education, involvement of the 
community resources, and collaboration with the agencies, would 
make the community members understand and accept the men- 
tally disturbed in a better way. Definitely, the envisaged commu- 
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nity approach requires change in professional approach and 
responsibilities. Considering the feasibilities and certain advan- 
tages, making communities therapeutic rather than institutions to 
be therapeutic will be preferred model in the Indian setting. 


In this way, the therapeutic community alternatives, need to 
be considered. As far as substance abusers are concerned, pilot 
exercises may be undertaken in small villages to explore into the 
area of problems and prospects. A comprehensive treatment 
strategy involving medical treatment, individual and group 
approaches, family involvement, periodical follow-up meetings, 
community educational activities, and other rehabilitation proce- 
dures need to be tried out in villages. 


An understanding of the profile of drop out persons from 
long term therapeutic community programme will give an idea 
about the background factors and possible reasons. This in turn 
will help us to adopt certain preventive strategies in community 
programmes. 


The therapeutic community elements no doubt will enrich 
the existing conditions in the mental hospitals, correctional insti- 
tutions, and other welfare institutions. For this, it is necessary to 
review the psychosocial and behavioural components of the 
programme. Though it is difficult, to incorporate the therapeutic 
community in total, it is possible to introduce the humanistic 
conditions into the existing system. Let us strive towards creating 
therapeutic milieu in institutions and in the communities. 
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FLOOR DISCUSSION 


Dr. V.N. Rao 

The therapeutic community is different from Maxwell Jone’s 
concept. If it is a community, what is different from the real 
concept of community, as people understand it ? What are the 
indications and contra-indications of this particular therapy ? 


Dr. Vijayanagaswamy 

We have been working with the after care and rehabilitation 
models for the chronic mentally ill and the paper presented by Dr. 
Leon has been of extreme importance and interest to us. Firstly, 
Dr. Leon has been explaining the model as applied to the problem 
of drug abuse and he also mentioned that certain specific types of 
personality disorders of chronic mentally ill could benefit from 
the therapeutic community. I would like to have a little more 
clarification on what sort of clients he would consider as suitable 
for this approach. Second, in the light of the observation that in 
India we should think more in terms of a community-intensive 
paradigm rather than aclient-intensive paradigm, how adaptable 
or how flexible would this approach be when applied to India ? 
Third, how favourably would a small group situation compare 
with other models of rehabilitation for the chronically mentally 
ill ? 


Dr. Nimesh Desai 

Do you accept drug abusers when they come by themselves 
or they are brought to you ? Do you have set criteria on which you 
accept your clients ? What do you do when there are lapses in the 
therapeutic community ? For their final rehabilitation do you have 
a linkage with the community people - the paraprofessionals or 
any other social welfare agencies ? 


Dr. Murugappan 

Could you clarify the role of para-professionals (non-profes- 
sionals) in terms of training and ethical issues ? India is a demo- 
cratic, socialistic republic. Can we use paraprofessionals for posi- 
tive mental health instead of for identifying cases ? These para- 
professionals, are intelligentand can identify cases and refer them 
to specialists and professionals for care. 


Bk 


Dr. V.K. Varma 

A little comment about therapeutic community and possibly 
Dr. Leon may wish to respond to this. I sincerely doubt the appli- 
cability of the therapeutic community concept, at least the model 
that has evolved, in the Indian context, for a number of reasons. If 
you go to a medium or a long-stay hospital in the USA, you go to 
a ward, you see a number of committees, (w.g., a gardening com- 
mittee, an entertainment committee, a general committee) and 
patients are involved in decision making in all of these commit- 
tees. They have little meetings and I have participated in many of 
those. I think the basic nature of the process is different in our 
country. Some people say that our people are more amenable to 
benevolent autocratic figures who keep telling them what to do 
and what not to do rather than toa democratic process. Of course 
this is a long discussion, and I do not think we need to go into too 
much detail here. But 1 think our people, with the Indian mind find 
itmuch more comfortable getting into decision making ina family 
or primary group. We have had very little experience with group 
education. 


Mr. Keith Gomez 

The problems in schools and colleges are not psychiatric but 
emotional, so the short term training programs for teachers will 
definitely help the teachers and eventually the students learn how 
toidentify and manage these emotional problems. I would like to 
know whether any efforthas been made at NIMHANS toevaluate 
and modify the syllabi of the educational psychology course so 
that new entrants to the teaching profession would be better 
equipped to identify and manage emotional problems along with 
a system of mental health consultation. The people who volunteer 
for mental health work are not necessarily themselves enjoying 
full mental! health. They have to be very carefully screened before 
we give them the responsibility of managing and handling mental 
health problems. 


Dr. Ranganathan 
We have been utilizing the college student volunteers, forone 
decade. 
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Dr. De Leon 

One set of questions seems to be most prominent, the role of 
the professionals and paraprofessionals. I will have to address the 
more general questions about the applicability of the therapeutic 
community model in a culture such as India. I was asked not to 
address that in general, but I will make a comment on the statis- 
tical points for you. Then there was a broader area which had to 
do with some of the controversial issues. The one that you just 
raised - the ethical question and whether there are real similarities 
and differences between self-help and non self-help people. I will 
confine myself to making one comment about each of those. 


Let me go back to the professional and paraprofessional 
issue. My own presentation was intended to highlight the self 
help features of the therapeutic community and to establish in 
your thinking the power of idea of the community asa context, the 
community as a healer of the individual. In that paper, because I 
was trying to make a point, I deliberately overlooked the actual 
role relationship between the paraprofessional and professionals 
in the American Therapeutic Community Research Institute. I 
will use, for the moment, the experience from the particular 
community I have been identified with. It is a very large one and 
one of the oldest onesin the world. Approxima tely 35% of the staff 
have professional training and are traditional, medical, psycho- 
logical, and psychiatric professionals. Additionally, 10% of the 
staff are traditionally trained teachers who have a role in that 
therapeutic community. There is a fairly large, elaborate staff 
(medical and otherwise) who areall traditional professionals. The 
key point about this is not that there isa professional or parapro- 
fessional dominance but that we havea model, which stresses self- 
help ina community context, where the role of the paraprofes- 
sional is very distinctive. During the primary treatment phase of | 
the therapeuticcommunity, itis the paraprofessional whoisin the 
best position to move that client through the primary stage. That 
is why we have to be moderate and integrated with the self-help 
approach. Old views of role definitions, hierarchical role defini- 
tions, thatis, with the psychiatrist or psychologist higher than the 
social worker, who is higher than the paraprofessional, and who 
is under whom, all those issues have to be dealt with in bringing 
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about a full integration of a new kind of protessional who com- 
bines paraprofessional skills and traditional professional skills. 
We are in a transitional stage of doing that, and I can tell you that 
itis a very encouraging stage. Incidentally on this aspect, 1 want 
to add some features on the terms ‘client population’ and ‘the 
traditional professional’. Therapeutic communities now liberally 
incorporate, for example, a variety of family therapies and family 
services which generally require family therapists traditionally 
trained in social work, psychology and psychiatry. As I said, most 
good TCs incorporate regular high school and college people as 
part of their staff so that with the increase in dual diagnostic clients 
and more psychiatrically impaired clients who are also substance 
abusers, there has been a new role for psychologists and psychia- 
trists in TCs. But the issue is how to bring about a new integrated 
group under a common perspective of how people change and 
how people recover and I am very very excited about that issue. 


A comment onits application in India. There are 40 nations of 
the world that have at least 2 or 3 TCs of the sort that | am talking 
about, including South East Asia, Tibet, Thailand and Australia in 
this region of the world. In fact, the next major World Federation 
of Therapeutic Communities will be in Bangkok in February 1988. 
You can see the full perspective of countries and cultures that have 
adopted this model along with Europe and North America. That 
is a quick statistic that you need to understand because the initial 
feeling when the World Federation of Therapeutic Communities 
assembled itself, 10 years ago, was that there are going to be very 
wide cultural differences and the model may not flourish in these’ 
different cultures. Remarkabl y, the similarities across cultures 
with respect to substance abuse are greater than the differences, 
in terms of clients and the nature of the treatment they need. Fhe 
TC international model is probably one of the most uniform ones - 
Ihave seenin health care, in terms of the structure, the staff pattern. 
and the outcome results. So, I think, while I could not say how 
immediately applicable it would be to India, Iam encouraged by 
the application in other countries. A little local note on that. Iam 
struck with the communal living properties that I have already 
seen here in India. So] am not put off by applicability with respect 
to the comment on autocracy. Perhaps it is true that itis anational 
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characteristic of Indians to respond more to autocratic rather than 
democratic signals. But the original TCs of USA were extremely 
autocratic, that is non empathic. They have always been seen as 
hierarchical and autocratic models. But even if it is true that part 
of your national character is hierarchically inclined, they could 
still make use of the traditional TC, as I see it. 


Finally,a commenton the concern over the similarity and dif- 
ferences concerning self help. I think you were talking about tra- 
ditional professionals. That is a more philosophical question. | 
will answer that with statistical help. The self help effort in the US, 
is a much larger effort and extends over a whole variety of social 
disabilities and physical disabilities. It is now a quite massive 
movement in the US with large numbers of self help groups ad- 
dressing every area, of health and disability. These are not TCs. 
They are outpatient, self aggregating congregates that are ad- 
dressing themselves to common concerns. Now, just to give you 
the important, latest developments on that, the role of self help in 
the traditional health care system has now taken a big stride 
forward by being certified by no less than the Surgeon General of 
the US. He convened the first self help conference in the US in 
September 1986, in which the message of the conference was ‘that 
self help asit is unfolding in the USA is essential to health care’. In 
the USA, this means that there is going to be some political actions 
that will move the country in thinking around the role of self help 
in the health care system. 


Dr. Mohan K. Issac 

The purpose of my presentation was to highlight the various 
kinds of resources that are already available in the community. 
The presentation was a logical continuation of the presentations 
of yesterday when we initially said that there is an enormous 
problem with the mentally ill in our country and there are very 
limited services available in terms of trained personnel, hospital 
beds, and financial resources. In the second session, we looked at 
the health sector, how the health personnelare trained to carry out 
this work. I was trying to identify the various resources which are 
already available in the community. The efforts are initial explora- 
tory efforts, many of which need evaluation. 


241 


We are probably not using them adequately, because in my 
scheme of thingsa mental health professional would only be used 
adequately when he takes up the role of training a certain number 
of paraprofessionals as part of his routine work. Then only would 
he be fulfilling his duties adequately in Our country. 


Are we diluting the qualities of services ? Certainly not. The 
message which I wanted to convey was that there are resources 
appropriate to different subgroups of the population. Like the 0- 
6 age group, the Anganwadi worker is the appropriate person 
because she is the first contact for these children, long before these 
persons come in contact with any highly trained professional. 
similarly for the school age group. People are clients of the 
traditional healers because they are, as things stand, the appropri- 
ate points of contact. So we are probably not diluting the services 
if we establish appropriate referral links. These professionals 
carry out certain functions beyond which they refer clients to the 
next higher level and so on. The highest level would be highly 
trained professionals in a set up like NIMHANS or any other 
medical school department of psychiatry or department of clinical 
psychology. The screening of volunteers, has not been very rig- 
ourously done, and I think your caution is appropriate. About the 
fears of traditional healers, the point I was making was that 
whether we like it or not there are a large number of traditional 
healers in the country who are still patronized by a very g00d 
percentage of our population. We have to be open to this resource 
whichis there, and work out the methods by which they would be 
made partners in this total mental health delivery programme. 
About the observation of school teachers, that they should be 
teaching and not doing this kind of work, response would be 
again that in their routine work of teaching there are various 
mental health components already involved and we are only 
giving a shape to this work, sensitizing them to certain areas. | 
don’t think there would be any harm in sensitizing them. 


Dr. L. Aiken 

We have very mixed results on the utility of using volunteers. 
In the United States we use volunteers more with the mentally 
retarded and the frail elderly than with the severely mentally ill. 
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What we find, with the use of volunteers, is that they are more 
effective in carrying out discrete tasks that are not directly related 
to care than they are in accomplishing sustained care giving 
activities. We find that it is very hard to maintain the interest of 
volunteers over a period of time when the services need to be 
rendered on a routine basis. So, for that reason, the potential 1s 
always greater than the realization in the United States.One of the 

interesting experiments they are trying with the elderly is to try to 
tie these volunteers into their vested interests. We are trying to set 
up these ‘service links’ which operate like a money bank. If a 
volunteer provides some hours of service to some person who is 
dependentin the community, the help is given acredit. Then, that 
person or their family can get services in return. We are trying to 
formalize the process of volunteering in order to organise serv- 
ices. However, for the most part our experience of having volun- 
teers, is mixed. The family is an exception to this. 
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Resilient Families Coping With 
Chronic Mental Illness — Research, Clinical 
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Introduction 

Our concept of the family’s role in chronic mental illness has 
undergone a dramatic shift over the past thirty years. Over this 
period there have been three phases in thinking about the family 
and its relationship to a psychotic or characterologically dis- 
turbed member, each with major consequences for clinical care. 


In the first phase, which can loosely be termed the “psycho- 
togenic parent” period, the etiology for schizophrenia in a child, 
as well as other psychiatric disorders, was seen as a direct result 
of disturbed parenting. Fromm-Reichmann first labelled certain 
mothers as “schizophrenogenic’” if they were lacking in affection 
towards their infant. Dependent and emotionally immature 
mothers were accused of being “addictogenic” in their ability to 
produce alcoholic and drug-abusing children.2* The pattern of 
_ passive, distant, unavailable fathers and aggressive, Overly se- 
ductive mothers was seen as capable of producing homosexual - 
sons." Although these theories of parental responsibility for the 
serious mental illness of their offspring received little to no 
support from empirical research, this early model has greatly 
influenced the practice of generations of clinicians. 


The second phase -- family system thinking--marked an im- 
portant shift away from blaming the individual parent for the 
mental illness of her child. This theoretical approach directs re- 
sponsibility instead to interaction patterns either at the marital 
level or across the family as a whole. Theories of “double-bind- 
ing” parents, “schizmatic or skewed” marriages,’ “undifferenti- 
ated” multigenerational family systems,’ “pseudomutual” pat- 
terns of communications® and others, have contributed various 
hypotheses regarding the family’s responsibility in causing the 
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disturbance of their sick member. As in the earlier, individually- 
oriented phase, these family-based models of psychopathology 
provided little empirical research evidence to substantiate them. 


Recently, a third phase in thinking about families has focused 
not on the family’s hypothetical role in causation, but rather on its 
response to the inevitable trauma of living with a chronically 
mentally ill member. In this more pragmatic, and perhaps less 
accusatory perspective, serious mental illness is conceptualized 
as a disease with biomedical, often genetic, origins. Over the past 
decade an important genetic contribution has been claimed for 
schizophrenia,’ affective disorders,'° alcoholism and other addic- 
tions” and serious character disorders.’ In this more recent 
model the illness in one member is seen as a crisis for the whole 
family. Accordingly, the family’s ability to cope with the manifes- 
tations of this illness may explain many behaviours, but not the 
underlying etiology of the disease. 


The shift in thinking about the family’s role, from etiologic 
agent to coper and responder, has resulted from several promis- 
ing research and clinical approaches. In each of these models the 
family is conceptualized as more or less able to handle the crisis of 
a mentally ill relative. The family’s response is a result of its level 
of competence, its adaptive skills. Some families, with one quality 
or another, are seen as more resistant and adaptive, while others 
are relatively less stress-resistant. 


In this paper we review three perspectives which reflect the 
most recent phase of thinking about the family’s role in mental 
illness. Each section of the paper covers one perspective on a 
family’s vulnerability to the crisis of mental illness: (1) the family’s 
level of education about the illness, (2) the family’s emotional re- 
sponsiveness to the illness, and (3) the family’s ability to protectits 
healthy rituals and identity in the face of the illness. For each 
perspective we describe the hypotheses and research evidence, as 
well as the clinical interventions they have spawned. Each ap- 
proach has its limitation, however, and we summarize those as 
well. Finally, in a brief discussion section, we connect several 
common themes from these three family-based perspectives and 
offer an over-arching concept, the resilient family, which repre- 
sents our clinical goal for families of the mentally ill. 
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Perspective 1: Problems Faced By Undereducated Families 


A. Hypothesis and research evidence 

Chronic illness is a major stressor for any family; the educa- 
tional perspective emphasizes that the lack of clear information 
about the etiology and treatment of schizophrenia has exacer- 
bated the difficulties faced by families who must deal with this 
devastating disease. Sources of inadequate knowledge include; 
(a) inadequate information about the nature of the illness; (b) 
inadequate information about the cause of the disease; (c) inade- 
quate information about the management of symptoms; and (d) 
inadequate information about the importance of social supports 
and the maintenance of family priorities. 


The nature of the illness 

For a variety of reasons, many mental health professionals 
have not communicated in a direct manner with family members 
about schizophrenia.” Some practitioners wish to protect the 
family from what appears to be a hopeless situation; others lack 
specific information about the disorder; and still others do not 
believe that it is a real disease.'* In an early study,'? it was 
discovered that most family members with a schizophrenic rela- 
tive were confused by the information they received from mental 
health professionals. A survey of 140 members of the National 
Alliance for the Mentally II] indicated that 58% of the respondents 
found the information provided by practitioners about the illness 
to be vague, incomplete, or contradictory” 


Inadequate information about the diagnosis and course of the 
illness can have a variety of deleterious effects on the family. 
Hearing the correct diagnosis is the first step the family must take 
in accepting the seriousness of the disorder and beginning to deal 
with the practicai and emotional implications of the illness. If they 
do not clearly understand the situation, they may be more likely 
to deny that there is a serious problem or they may inadvertently 
respond in ways that exacerbate the condition.”! 


Families whoare not sufficiently informed about the course of 
the illness are alsoat a significant disadvantage. They are likely to 
have unrealistic expectations about their relative’s recovery, lead- 
ing to unnecessary conflict in the family.“ Families who do not 
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know about the phases of the disease may not recognize early 
warning signs of a relapse and thus not be able to take important 
preventive steps.” Moreover, recent longitudinal findings that 
document more optimistic long-term prognoses might bea source 
of hope for severely stressed families. 


Etiology of the disorder 

Controversies about the cause of schizophrenia have added 
to the problems of the families who must cope with the illness. 
Therapists who ascribed to a purely psychosocial theory of etiol- 
ogy have often made judgments about family pathology which 
made it difficult for them to form anempathic alliance with family 
members. When family members sensed the judgment and 
dropped out of treatment, this action was sometimes cited as 
further evidence of family pathology and resistance.” 


Family members who believe that they have caused their 
relative to develop schizophrenia are subject to many additional 
stresses. They feel guilty and stigmatized, and asa result they may 
isolate themselves from friends and extended family members 
who may be important potential sources of help. Because of their 
negative experiences with mental health practitioners, they may 
cut themselves off from more enlightened professionals who 
might offer them practical assistance as well as useful information. 


Family members who retain an exclusively psychosocial 
theory in their minds about their relative’s illness may try to 
compensate for their errors and only make the problem worse. In 
an effort to be firmer they may expect too much from their relative 
and then feel angry and disappointed, they may try to be more 
supportive of the patient and overwhelm him with excessive 
social stimulation; or they may believe that medicating their 
relative is cruel and thus withhold an essential ingredient for the 
patient’s recovery.” 


Management of symptoms 

Surveys by several investigators indicate that there is a sig- 
nificant disparity between the information family members want 
from mental health professionals and the information they re- 
ceive,” . One of the greatest areas of disparity is that of the man- 
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agement of symptomatology; in the Spaniol study 47% of the 
families whoresponded were highly dissatisfied with the amount 
and quality of practical advice they received from their therapists. 


Successful management of symptoms can make a significant 
difference in the course of schizophrenia. Herz and Melville” 
have shown that a majority of patients have characteristic early 
warning signs that occur several days to two weeks before a return 
of florid psychosis. Family members and patients who are in- 
formed about the patient’s typical prodromal signs have a better 
chance of preventing decompensation and hospitalization. 


Much of the status of living with chronic mental illness comes 
from daily encounters with the frightening and depressing symp- 
toms of the disease. Relatives who do not know how to respond 
selectively to their schizophrenia family member will experience 
a far greater subjective sense of burden.” 


Social supports and family priorities 

While the availability of practical information about the man- 
agement of schizophrenia is very helpful to families, some rela- 
tives may feel even more of a sense of responsibility for monitor- 
ing the patient’s progress. Families often do not know how much 
time and attention the patient truly needs and how much energy 
can legitimately be channeled to other family members and 
activities.” 

Loss of key social support systems is a major concomitant of 
schizophrenia. Several studies have suggested that family mem- 
bers tend to cut off important social ties in the wake of the 
diagnosis. Many families try to conceal knowledge of the disease 
from friends, neighbours, and extended family members, or find 
contact with healthy young people too painful to bear. The 
unavailability of respite care isa major problem for most families 
with a schizophrenic member! 


In the third perspective, we describe our work showing how 
disruption of family routines and rituals can magnify the harmful 
psychological effects of a chronic illness on all family members 
Itis essential for family members toremember what their strengths 
are and what makes them special as a family. Many families with 
a schizophrenic member who do not maintain their important 
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non-illness related activities and priorities report feeling that their 
family has lost its collective sense of worth®. 


A recent survey” sums up the disparities between the fami- 
lies’ needs for information and the information they actually 
receive. She asked 60 families from N.A.M.I. and 60 psychiatric 
nurses to identify (a) the greatest educational needs of families 
with a schizophrenic member and (b) the patient behaviours that 
were of greatest concern to family members. Nurses rated current 
research on schizophrenia as one of the least important educa- 
tional areas, while family members placed research findings in the 
most important category. Nurses tended to believe that family 
members were most concerned about violent and bizarre patient 
behaviour, and less concerned about patient apathy. Families 
rated the patients’ lack of motivation and inability to reach their 
potential as two of the most important issues for them. These 
family concernsare particularly interesting in light of the theoreti- 
cal model which postulates that family members are invested in 
patient dysfunction. 

This study and others document the weaknesses in education 
faced by families of chronic schizophrenics: often families do not 
understand the cause, nature, or course of the disease; they know 
little about the management of symptomology or the logic behind 
psychotropic medication; and finally they often receive little 
guidance on how toset priorities in meeting the needs of all family 
members. 


B. Clinical Interventions using Psychoeducational Stratergies 
Four controlled clinical research projects have demonstrated 
that the psychoeducational approach can make a significant dif- 
ference in relapse rate for schizophrenic patients. While each 
project uses a somewhat different intervention, all four have five 
core dimensions in common: (a) they define schizophrenia as a 
disease with a biological component; (b) they assert that family 
response patterns cannot cause psychosis but can influence the 
course of the disease; (c) they subscribe to the use of psychotropic 
medication as an essential aspect of treatment; (d) they view 
families as collaborators in the intervention; and (e) they are 
primarily concerned with an outcome of reduced relapse. 
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(1) Leff et al® developed an intervention for families of 
schizophrenics based on influencing the level of “expressed 
emotion” in the family. Expressed emotion, EE, is the term used 
to describe a constellation of feelings and attitudes toward the 
schizophrenic person which have been found to be related to 
relapse rates (this is described in detail in perspective #2). The 
project consisted of educational sessions, multifamily groups, 
and meetings with individual families and patients. Four talks 
about diagnosis, etiology, and course of the illness were given to 
families before their relative was discharged from the hospital. 
Following discharge, a staff member met with each family at 
home to define conflict areas and to discuss ways of reducing 
contact with the recovering patient. 


Relatives’ groups then met biweekly without the patient 
presentin a format that allowed free discussion of feelings, further 
learning of managementskills, and problem solving efforts. High 
FE relatives were placed with low EE relatives and interventions 
were designed to promote modeling of low EE behaviour and 
attitudes. All patients received neuroleptic medication in con- 
junction with the psychosocial treatment. 


High EE families were randomly assigned either to the rela- 
tives’ group or to a “routine treatment” group. Twenty-four 
patients and their families participated in the study. Nine month 
relapse rates were 9 per cent for the treatment group and 50 
percent for the control group. 


(2) Goldstein and Kopeikin® conducted a crisis-oriented 
family intervention for acute schizophrenics. In response to the 
high relapse rate in the first six weeks following discharge, they 
developed a program of six weekly sessions of shared problem 
solving for the patient and his family to reduce the stress charac- 
teristic of the post-hospitalization period. 


Before discharge a staff member met with each individual 
family without the patient present to give them a chance to 
express their feelings about the psychosis freely. Following dis- 
charge the family sessions included the patient and focussed on 
stresses that were thought to be precipitants of the psychotic 
episode. The intervention had four objectives: (a) to identify two 
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or three stressors that are related to the hospitalization; (b) to 
develop strategies to avoid or cope with these strategies; (c) to get 
the family toimplement these stratergies; and (d) toanticipateand 
plan for future stressful circumstances. 


Goldstein randomly assigned 104 acute schizophrenic pa- 
tients and their families to one of four conditions : (a) family 
intervention with moderate dose neuroleptic; (b) family interven- 
tion with low dose neuroleptic; (c) moderate dose neuroleptic 
without family intervention; and (d) low dose neuroleptic with- 
out family intervention. None of the patients receiving the family 
intervention plus the moderate dose neuroleptic relapsed during 
a six-month follow-up, compared to 48% of the low dose, no 
family intervention group. Relapse rates in the two other condi- 
tions were both about 20 per cent. 


(3) Falloon et al” implemented a behavioural family program 
for schizophrenic outpatients and their families. Thirty-six pa- 
tients were randomly assigned to either the behavioural family 
management program or individual therapy. In the behavioural 
family management program the clinician meets with the patient 
and the family in the home ona weekly basis for three months, a 
biweekly basis for the next six months, and then monthly for 
fifteen more months. 


The first two sessions focused on educating the family about 
the nature of the illness; subsequent sessions deal with develop- 
ing effective communication and problem solving skills. The com- 
munication training taught family members to express positive 
and negative feelings, to make positive requests, and to listen 
carefully to each other. The problem solving skills included prob- 
lem identification, planning, rehearsals, and refining stratergies. 
A two-year follow-up indicated that 17 percent of the patients in 
the behavioural management program relapsed, compared to 83 
per cent in the control group, who received standard hospital 
follow-up. 


(4) The Pittsburgh group”studied the interaction of two psy- 
chosocial interventions and neuroleptics on patients with high EE 
families. One hundred and thirty-four patients were randomly 
assigned to four treatment conditions: (a) family intervention; 
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(b) social skills training; (c) family intervention and social skills 
training; and (d) medication management cnly. 


The intervention was delivered in four phases over the next 
year to a year and a half: (a) in the engagement phase the team 
established an alliance, supporting family members and provid- 
ing them with information; (b) at the day-long survival skills 
workshop team members presented the family with information 
about the illness, the importance of medication, developing real- 
istic expectations, and learning effective coping strategies; (c) in 
the family therapy phase each family met with a staff member 
every two weeks to work on recognizing signs of relapse, clarify- 
ing family boundaries, problem solving stratergies, and encour- 
aging the realistic growth of ail family members; (d) the termina- 
tion phase occurred after approximately a year of therapy when 
families were given the option to stop therapy or recontract. 


A one year follow-up indicated that none of the patients 
receiving social skills and family therapy relapsed, compared 
with 19 percent with family alone, 20 percent with social skills 
training alone, and 41 percent with medication management 
alone. 


It is clear from looking at the outcome data summarized 
above that psychoeducational approaches are effective at reduc- 
ing relapse. The nature of the therapeutic action, however, is not 
specifically identified. Several of the investigators assert that 
reduction of EE is the key moderator of relapse rate, and some of 
the data does in fact bear this out.® It is also possible, of course, 
that mutual support, education, communication skills, or prob- 
lem solving skills contribute significantly to the reduction in 
relapse. 


No evaluation has been conducted of the effect of the psych- 
oeducational approaches on family stresses. While the reduction 
of relapse is a major contribution to the treatment of schizophre- 
nia, it is essential to include the well-being of all family members 
ina comprehensive family intervention. Controlled research needs 
to be conducted to identify effective approaches that maintain the 
integrity of individual priorities and collective family identity in 
the face of a devastating illness. 
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Perspective # 2: The Overresponsive Family 


A. Hypothesis and research Evidence 

Along with the rise of deinstitutionalization came new re- 
search investigating family factors which affect relapse rates. This 
focus is our second perspective on family responses to mental 
illness. Using a semi-structured interview, Brown et al°*”* associ- 
ates identified several factors which were significantly correlated 
with relapse; these components collectively became known as ex- 
pressed emotion (EE). They administered the Camberwell Family 
Interview (CFI) to each relative living with a schizophrenic pa- 
tient, rating the amount and type of emotion expressed by each 
relative while talking about the patient. Of the five scales that 
make up the scoring system (critical comments, hostility, emo- 
tionalover-involvement warmth and positive remarks), twoscales- 
-critical comments and emotional over-involvement have proved 
most important in their connection to relapse rate, and thus make 
up the EE index. 


Critical comments are defined as negative statements about 
the personality or behaviour of the patient. The criticism may be 
contained in the content of the comment or the way it is spoken, 
or both. Emotional overinvolvement is characterized by such 
behaviours as exaggerated emotional responses, self-sacrificing 
behaviours and extreme overprotective responses. Relatives who 
during the CFI make 6 or more critical comments and/or who are 
rated as4 or higher on emotional overinvolvement are considered 
high on EE”. 


In the earlier section we referred to the studies of both Brown 
et al“ and of Vaughn and Leff*' using (a) the EE scales described 
above, (b) the Present State Examination to determine diagnosis of 
schizophrenia and (c) the Camberwell Family Interview. A 9 
month followup after discharge showed that patients living in 
high EE homes had a58% relapse rate, while patients from low EE | 
homes had a 16% relapse rate. Relapse was defined as either the 
reappearence of schizophrenic symptoms in a patient who was 
free of them at discharge or a marked increase of schizophrenia 
symptoms.” In addition, they found that low contact with rela- 
tives (less than 35 hours/week) and regular use of antipsychotic 
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medication seemed to act as protective factors in patients from 
high EE homes, and that unmarried men seemed to have a poorer 
prognosis. 


The subjects in the above studies were all English, living 
primarily in and around London. In order to test whether the 
concept of EE was culturally based, replication in a different 
country was required. Vaughn et al” replicated the study using a 
schizophrenic population from California. The main findings 
confirmed the London studies. 


In an effort to identify the mechanisms of expressed emotion, 
several studies have attempted to document the physiological 
effects of a high EE environment. Studies by Tarrier et al® and 
Sturgeon et al“ both showed a connection between high auto- 
matic arousal in the schizophrenic patient and high EE environ- 
ment maintained when a high EE relative entered the room, and 
decreased when the patient was joined by a low EE relative. 


Support for the EE construct has come from studies of family 
interaction style. While EE represents a relative’s attitudes and 
beliefs toward the schizophrenic patient, affective style (AS) is the 
interactional counterpart. Milkowitz et al*® investigated the rela- 
tionship between EE and affective style. Measures of EE were 
obtained during individual interviews with each relative shortly 
before or shortly after the patient’s discharge. Two weeks follow- 
ing discharge the entire family was taped during two ten minute 
direct interaction sequences. The tapes were used to code the 

parent's affective style. Critical statements which consisted of 
benign and harsh criticisms were rated as well as neutral-intru- 
sive statements. Findings showed that high EE parents in direct 
interaction with their schizophrenic offspring more readily made 
critical or intrusive comments than did low EE parents. Strachen 
et al, using a British sample, confirmed Milkowitz’s findings. 


Observations on family affective style provided more infor- 
mation on the relationship between EE and family climate. Inter- 
-actions with high EE relatives were lively and heated witha great 
deal of excitability, criticism, intrusiveness, and simultaneous 
speech. Interactions with low EE relatives were calmer, more 
affectively neutral, more positive and less verbal. Low EE rela- 
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tives were more accepting of the schizophrenic’s level of function- 
ing. They believed that schizophrenia was a legitimate illness and 
thus would alter their expectations of functioning level during 
and after a psychotic episode. They were able to differentiate the 
schizophrenic’s illness-related behaviours from his more normal 
mode of functioning. 


The high EE relatives were more intolerant of the 
schizophrenic’s illness related behaviours, believing that the 
schizophrenic could control his behaviour but chose not to do so. 
They continued to have high expectations for the schizophrenic’s 
level of functioning regardless of the occurrence of a psychotic 
episode. They were more intrusive, making it more likely that the 
patient would respond by avoidance or withdrawal. 


Milkowitz,” attempted to determine if these parental atti- 
tudes were in any way connected to the patient’s premorbid ad- 
justment. No significant differences were found in the patient’s 
premorbid adjustment when comparing those from low EE and 
high EE homes. However, when the high EE group was divided 
into high criticism and high ever involvement, it was found that 
patients from highly emotional, over involved families had a 
poorer premorbid psychosocial history and a higher level of 
residual symptoms after discharge, both suggestive of poorer 
prognosis and greater frequency of relapse. 


The EE research has direct applications for clinical interven- 
tion with families, who have a schizophrenic member. The re- 
search documents, the hyperarousal to which the schizophrenicis 
vulnerable and points to specific factors which can mitigate the 
inherent risks. The essential components, psychotropic medica- 
tion and low levels of social stimulation, are interventions which 
can clearly and effectively be taught to families (and have already 
been described in perspective #1). 


B. Questions concerning EE modei 
The expressed emotion concept has provided important 
advances in the study of family factors in schizophrenia. The 
Camberwell Family Interview offers an empirical method for 
evaluating family attitudes and behaviours, and the model is 


Resilient Families | 257 


strengthened by increasing evidence that schizophrenia is a bio- 
logical disorder which exists prior to the psychosocial events 
which may precipitate an episode. 


Recently however, a number of clinicians and researchers 
have questioned the accuracy and usefulness of the expressed 
emotion model. Concerns include the validity of combining the 
three EE components--hostility, critical comments, and emotional 
over involvement into one construct; evidence regarding claims 
that high EE precipitates relapse in most schizophrenics; and the 
clinical implications of the EE model as it currently exists.” 


Validity of the combined construct 

Researchers who have looked closely at EE patterns do not 
necessarily find support for the model as itis presently described. 
Hogarty et al® for example, found that all three components of EE 
were rarely found in one family member. Of the 88 high EE 
relatives rated in their study, only three manifested all three 
variables, and only nine scored high on criticism and over in- 
volvement. In the Brown, et als” study of the relationship between 
expressed emotion and relapse, 80% of the relatives in the high EF 
group were placed there on the basis of their critical comments 
alone. In Vaughn and Leff’s" replication of the 1972 study®, none 
of the patients’ spouses, and only 24% of their parents, exhibited 
over involvement; again the major criterion for inclusion in the 
high EE category was critical comments. 


Relationship between expressed emotion and relapse 

The expressed emotion concept has had wide appeal to prac- 
titioners, yet there is still no substantial evidence that high EE 
causes relapse in schizophrenics. Hogarty” points out that the 
significant effect reported in the literature is only true of young 
male schizophrenics. Falloon and McGill® report that the associa- 
tion between high EE and relapse only relates to the florid symp- 
toms of the illness, not to the apathy and passivity which remain 
the greatest concern of the patient's relatives. 


since the early British studies there has been a gradual shift 
in the premises underlying the relationship between EE and 
relapse. In the two original studies” the investigators postulated 
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an interactive process in which the patient’s behaviour and the 
family’s response could generate an escalation which led to 
‘relapse. Vaughn and Leff’s"' research, however, mainly empha- 
sized the toxic effects of family attitudes and behaviour on the 
patient. 


Evidence of interactive effects continue to surface: MacMil- 
lan et al found that ratings of critical comments were three times 
higher in families whose relative had violent or bizarre symptoms 
in the months before he/she was hospitalized. Milkowitz et al” 
found that parents high in emotional overinvolvement had off- 
spring with poor premorbid functioning while parents high in 
critical comments had children with good premorbid functioning, 
leading the authors to speculate that emotional overinvolvement 
may be a response to a long history of taking care of a disabled 
child, while critical comments may be an expression of disap- 
pointment in a child for whom the parents had high hopes. 
Despite these interactive hypotheses, however, Vaughn and Leff® 
in their mostrecent publication have continued to presenta model 
in which the parents’ expressed emotion acts in an apparently 
independent fashion to cause deterioration in the patient. 


Clinical implications of the EE construct 

Because of the implied linear relationship between high 
family EE and relapse, Kanter et al® points out that clinicians may 
blame families for precipitating hospitalizations much as thera- 
pists of the past blamed families for causing the disease. While it 
isclear that some families docontribute to the stresses faced by the 
patient, several investigators in the field fear that professionals 
working with this population will lose sight of the complexity of 
the issues faced by families in this difficult situation. Grune- 
baum,”* for example, points out that family members must face 
painful moral dilemmas abouthow much energy toinvestin their 


chronically ill relative when other family members need their 
attention. 


Another risk of ascribing too rigidly to the EE model is that 
family members may inadvertently establish a low stimulation 
environment that does not adequately challenge the patient. 
Heinrichs and Carpenter,;* for example, question a model that 
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may relieve inpatient staff of the burden of multiple relapses but 
which is not responsive to the specific needs of the recovering 
schizophrenic. The Pittsburgh group,” addressed this issue by 
teaching families to recognize cues from patients that they were 
ready to handle greater social challenges. 


Cultural factors 

Researchers who have investigated EE in other countries 
have found evidence that culture constitutes an important mod- 
erating influence. As noted above, Vaughn et al” reported that the 
majority of tested families in England were low EE, while two 
thirds of the families in California were scored high. Researchers 
who interviewed inner city American blacks encountered a vari- 
ety of provocative issues: levels of expressed emotion were higher 
than in other populations but were not correlated with relapse 
rate, more important perhaps was the concern that the questions 
on the Camberwell Family Interview were confusing and irrele- 
vant to this urban sample.* 


Families from third world countries have tended to manifest 
strikingly low levels of expressed emotion. In Northern India, for 
example, 90% of the families were rated low EE in a WHO 
study”. Similarly low levels were found in Mexican-American 
families living in California.” Jenkins attributes the low EE level 
among Mexican Americans to their acceptance of schizophrenia 
as a legitimate disease, their willingness to accept deviant behavi- 
our, and the availability of an extensive social support system for 
the patient’s care. While these factors are consistent with the EE 
model it is important to remember that they are dimensions 
associated with cultural beliefs and practices and not individual 
psychopathology. 


Lefiey” summarizes a number of unanswered questions and 
dilemmas raised by the EE research. First, the correlational find- 
ings of the original studies have been transformed into a more 
explicitly causative model. Second, the variability in EE level 
among families with chronic schizophrenics must force a recon- 
sideration of the salience of the EE construct in understanding 
relapse. Research is needed to identify other sources of hyper- 
arousal in the patient. Third, the EE model emphasizes suppres- 
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sion of affect in the family, a stratergy that may be harmful to 
family members if taken to an extreme. Research is needed to 
explore the ways in which successful families express emotion in 
this stressful situation without being overly intrusive or critical. 
Most important, the EE research must be used in a context which 
allows clinicians to go beyond the reduction of relapse to an 
intervention which takes the well being of all family members into 
consideration. 


Perspective #3- Ritual Protection in Alcoholic Families 


A. Hypotheses and research evidence 

Our perspective on resilience is the result of several studies of 
alcoholic families. We have been particularly interested in those 
factors which might protect the children from some families, who 
although at high risk to becoming substance abusers themselves, 
nevertheless have not transmitted their parent's alcoholism tradi- 
tion. We have asked two questions of their families: (1) what 
factors or processes within the family have protected the children 
and the family as a unit from being overwhelmed by a dysfunc- 
tional parent, and (2) what processes within the children have 
made them resistent to the all-too-frequent process of repeating 
their parent’s pathology. 


The psychological resilience literature supplies us with under- 
lying support for our theoretical approach. First, studies of resil- 
ient children have documented the fact that a substantial number 
of offspring of alcoholic parents do not become abusers. second, 
recent conceptualizations of stress-resistance suggest that indi- 
viduals have an opportunity at certain key points in their devel- 
opment to influence their eventual level of functioning. Third, 
resilient behaviour appears to be contextually grounded in thatan 
adaptive response by one kind of family in one specific situation 
may not be adaptive for another kind of family in another situ- 
ation. In sum, we understand resilience against stress to be an 
interactive process whereby an individual (and perhapsa family) 
converts a stressful situation into an unusual opportunity. The 
specific mechanisms of this transformation are yet to be under- 
stood. 
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Over the past twelve years we have conducted three research 
projects concerned with protective environmental factors in the 
transmission of alcoholism across generations. Our data suggests 
that both parents and offspring in an alcoholic family can take 
steps which mediate, and often reduce significantly, the increased 
risk of alcoholism in the next generation. 


Each successive study has clarified the mechanisms involved 
in this process. In an initial project (1974-1977) we found that fami- 
lies who continued their most important family rituals despite 
one parent's disruptive drinking behaviour produced signifi- 
cantly fewer alcoholic offspring. In a subsequent study (1977- 
1980) our research indicated that offspring from alcoholic families 
who select a spouse from a highly ritualized, non-alcoholic tradi- 
tion are less likely to become alcoholic themselves. In our most 
recent study (1980-86) preliminary findings confirm the earlier 
results and indicate that parents in alcoholic families who estab- 
lish a set of family rituals and traditions and deliberately carry 
them out, despite alcohol abuse, have children with fewer behavi- 
oural problems. 


Based on these data, we have suggested that parents and 
offspring fromcertain alcoholic families practice behaviours which 
can protect the offspring from repeating the substance abuse of 
their parents. We believe that the parents’ ability to keep their 
rituals intact, or “distinctive”, provides a model for disengaging 
from the alcoholic behaviour while upholding the core family 
values inherent in the rituals. Analagously the distinctive child is 
able to disengage from the alcoholic behaviour by choosing a non- 
substance abusing social network and eventually by selecting a 
mate with highly developed nonalcoholic family of origin rituals. 
A description of the findings from the first and second studies will 
explain this resiliency mechanism. 


(1) First Project: Alcoholism and Family Ritual (1974-77) 

The premise of our first research project was that families 
who could maintain their important family rituals intact even in 
the face of severe parental drinking were protected with regard to 
transmission. Families who maintained their rituais who are 
called “distinctive” families manifested a strong collective sense 
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of identity which was separate from the alcoholism. We reasoned 
that this capacity to form a non-alcoholic family identity could be 
passed on to the next generation. Families whose rituals were 
subsumed by the alcoholic behaviour of the parents subsumptive 
families were at greater risk for the development of alcohol abuse. 


We have defined a family ritual as a symbolic form of com- 
munication which, owing to the satisfaction family members ex- 
perience through its repetition, is acted out ina systematic fashion 
over time. Because of their special meaning for family members 
and due to their repetitive nature, rituals contribute significantly 
to the establishment and preservation of a family’s collective 
sense of itself. The performance of ritual stabilizes on-going 
family life by clarifying expectable roles, delineating boundaries 
within and without the family, and defining rules so that all 
members know that “this is the way our family is”. 


The rituals we studied fall into three groups: celebrations, 
traditions and patterned routines. Family celebrations include 
holidays, rites of passage, and annual religious and secular cele- 
brations. Such rituals are relatively standardized, are often spe- 
cific tothe subculture and contain widely shared symbols. Throu gh 
their celebrations family members clarify their status, assert a 
group identity, and signify their connectedness toa wider ethnic, 
cultural or religious community. 


Family traditions are less culture-specific and more idiosyn- 
cratic to particular families. Vacations, visits with extended fami- 
lies, anniversary customs or reunions are common tradition ritu- 
alsin American culture. While the culture has some influence over 
the form of these practices, the family itself chooses the occasions 
it will emphasize as traditions and often puts its own special 
stamp on the activities. 


_ Patterned routines are the most frequently enacted, but the 
least consciously planned, of family rituals. Dinner times, bed- 
time routines with children, and regular leisure time activities 
belong within this category, organizing daily family life, and 
defining members’ roles and responsibilities. Symbols underly- 
ing such patterned routines provide reinforcement to family 
members’ sense of identity. 
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In this first study we examined the relationship between 
ritual disruption in alcoholic families and the transmission of 
alcohol abuse to the children’s generation. We interviewed 
members of 25 Washington, D.C. area families in which at least 
one parent had an alcohol problem. Looking at the children 
(average age = 22.3), the families were divided into three alcohol- 
ism transmission categories using standard criteria for levels of 
drinking problems. Twelve families having no children with 
drinking problem were classified as non-transmitters. The bal- 
ance (13 families) were divided into definite and possible trans- 
mitters based upon the level of their children’s alcohol abuse. 


Information on family behaviour around several ritual areas 
(dinner time, holidays, leisure time, etc.) was collected in family 
group interviews and transcribed. Coders, unaware of the trans- 
mission status of the family, coded ritual areas in regard to extent 
of disruption. For each of the families ritual life before the period 
of heaviest drinking was compared to ritual life during and after 
the most serious alcohol abuse. Families varied widely in the 
range of ritual areas disrupted by alcoholism; in eight families 
ritual life remained unaltered; in ten families, approximately half 
of the rituals were changed; and in seven all the rituals were 
altered. 


TABLE 1 : 

Ritual change type by transmission category (from Wolin, et al, 1980) 

eadeiitter Intermediate Non- 

transmitter transmitter 

Subsumptive 4 2 1 
Intermediate ¢ 2 6 
Distinctive 0 ae 5 
eae NTE ESE OT 
Total 6 i i 


(n = 25 families) 


Table 1 shows the relationship between ritual disruption and 
the transmission of alcohol problems across generations. In gen- 
eral, the greater the change in family rituals while the children 
were young and the parental drinking was heaviest, the more 
likely the recurrence of alcohol problems in the children’s genera- 
tion. (p<.025 by Fisher’s Exact Test). Wealso found the transmitter 
families, as a group, to be the most accepting of the alcoholic 
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parent's intoxicated behaviour, demonstrating little or no nega- 
tive response to it. Non-transmitter families, on the other hand, 
rejected the alcoholic’s intoxicated behaviours, especially when it 
occurred around ritual times, and confronted the parent in a 
disapproving manner. We found that the mean number of protec- 
tive characteristics was significantly different among the three 
transmission groups at below the .005 level. We have concluded 
that non-transmitter families more successfully protected their 
pre-existing rituals than did transmitter families through active 
means, and in so doing gave to their children some measure of 
psychological resilience. 


(2) Second project: Alcoholism and Family Heritage (1977- 

1980). 

While these findings were provocative and supported our 
hypothesis, the study also raised new questions about the vul- 
nerability of individual children. Family ritual type alone (sub- 
sumptive vs. distinctive) could not account for why some children 
within a particular family became alcoholic while others did not. 
Keeping in mind our focus on ritual loss and ritual continuity, we 
next considered the importance of the adult children’s decision in 
selecting a spouse and in continuing or rejecting their origin 
family’s ritual traditions. 


For the second project we added a second predictor variable, 
the selection of a family ritual heri tage. We reasoned that in nego- 
tiating the rules and traditions for his/her current nuclear family, 
the married offspring of an alcoholic family had four options. He/ 
she could maintain his/her ritual heritage, reject that past and 
adopt the spouse’s origin family legacy, repeat patterns fromeach 
origin family, or create an entirely different ritual tradition. We 
suggested that the degree of risk for transmission depended upon 
the outcome of rituals in both the alcoholic origin family (the 
results of the first study) and in the succeeding generation’s 
family identity selection. Thus, it was hypothesized that a child 
froma subsumptive family whoretained his or her origin family’s 
rituals would be at higher risk for transmission than an offspring 
who adopted the spouse’s non-alcoholic family heritage. 
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To examine this more complex notion of environmental pro- 
tection we interviewed 68 married offspring and their spouses 
from 30 families with atleast one alcoholic parent. Atleast two off- 
spring and their spouses participated from each family in individ- 
ual and conjoint interviews regarding origin and current families. 
Interviews covered family rituals and alcohol use patterns in both 
generations. Asin the first study we were interested in the factors 
influencing the likelihood that a child with an alcoholic parent 
would become alcoholic or marry an alcoholic, thus continuing 
the family’s alcoholism heritage. 


TABLE 2 
Independent variables contributing to transmission outcome 
(from Bennett, et al, 1987) (n=68 couples) 


Probabilit 
Variable Direction F ee 
of F 

1. Child is son of 

alcoholic father risk 10.63 < .002 
2. High level of deliberate 

ness in family heritage protective 8.66 < .006 
3. Spouse family dinner 

ritual level high protective 5.30 =02 
4. Child family dinner kept 

distinctive protective 4.09 < .05 


The results of this study confirmed our original hypothesis 
and extended our understanding of the resilient child’s strategy 
for reducing risk of alcoholism transmission (see Table 2). The 
most powerful predictor of transmission was if the child was the 
son of an alcoholic father (Variable#1). This factor most likely 
reflects the recently described genetic influence on transmission, 
since sons of alcoholic fathers appear to have the heaviest genetic 
predisposition.” We also confirmed our prior study’s finding 
regarding ritual disruption in that those offspring from families 
with distinctive dinner times evidenced less transmission of alco- 
holism than those offspring with destroyed and alcohol-invaded 
dinner time rituals (#4). When children managed to adopt their 
spouse's non-alcoholic family heritage rather than their own, the 
likelihood for non-transmission was improved (#3). _ 
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Surprisingly and of great significance to us, the most impor- 
tant family environment variable to emerge from this study was 
the extent of “deliberateness” used by the couple in the formation 
of their current family ritual practices and traditions (#2). Delib- 
erateness represents a family’s ability to exert control in planning 
and carrying out its rituals. Of the 12 couples with a high level of 
deliberateness, 75% were non-transmitters; of the 31 couples low 
on deliberateness, 77% were transmitters. Overall our ritual and 
heritage related variables added significantly to the prediction of 
transmission in these offspring from alcoholic families. 

In summary, findings from these two studies have consis- 
tently indicated that in this vulnerable population the capacity to 
establish and maintain coherent non-alcoholic family rituals in 
the face of parental alcoholism protects against transmission of 
the alcoholism, and possibly other disorders. The protective effect 
is apparently related to the capacity of some family members, 
especially offspring, to disengage deliberately from the alcohol- 
ism: when the family member, as a group, plan and Carry out 
meaningful rituals inspite of the drinking they set a model for 
successful separation from the alcoholism; when young adults 
with an alcoholic family heritage deliberately set out to establish 
a different ritual pattern from that of their origin families, such 
disengagement is evident in lower transmission rates. 


B. Clinical interventions implied by these alcoholic family 

studies. | 

Our research experience with almost 200 families enduring 
chronic alcoholism has been supplemented by numerous clinical 
situations in which we have applied these principles regarding - 
ritual protection and family coping mechanisms. There are at least 
three generally applicable clinical implications for families of the 
chronically mentally ill: (1) families must protect their healthy 
identity; (2) families must carefully plan theirritualsand routines, 
and deliberately execute their plans; and (3) individual family 
members must be prepared to selectively disengage from their 
seriously mentally ill parents and siblings. 


(1) Families must protect their pre-illness identity and rituals. 
When major mental illness strikes a family allits healthy members 
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will struggle against its powerful disruptive force. For example, 
when a schizophrenic mother who is living at home in a chroni- 
cally paranoid state, withdraws into her bedroom, the whole 
family is likely to be affected. Her husband may be excluded from 
the bedroom if he is included in her delusional fears. He may be 
asked to protect her from imagined dangers, and thus seclude 
himself from friends and relatives. Children can suffer a similar 
fate, if they must constrict their world when their mother became 
psychotic. 


The effect of her behaviour, however, will be determined in 
part by the group’s willingness and determination to maintain 
family life, its rituals and identity as before. They must gather 
together, as many of our ritual protected research families have 
described, and declare certain areas of family life off-limits. With- 
_ Out such a statement of family values and family identity the 
mental illness can subsume and disrupt all the normal rituals and 
routines of family life. This protective attitude must extend to the 
three ritual areas: 


Family celebrations are some of the most important opportu- 
nities for contact between families, a time to dilute the effects of 
living with a mentally ill parent. The paranoid parent may alter 
family celebrations or refuse to attend holiday festivities or family 
gatherings and criticize everyone who does attend. Other family 
members are isolated from contract with their neighbours and 
relatives. The children lose the opportunity of potentially impor- 
tant contacts and influences for them. Healthy family members 
can be stifled in their attempt to keep these celebrations alive for 
the rest of the family. Contact with other families can be sporadic, 
or lost entirely, whena sick parent is embarrassing to the children, 
or when they are worried about dangerous or potentially violent 
scenes. 


Similarly, previously well entrenched family traditions, such 
as customary meals, parties, or outings can be overwhelmed by 
the stress created by the alcoholic, psychotic or senile family 
member. These activities can be forgotten or “temporarily” put 
aside under the pressures of daily life, only to be lost forever. The 
symbols and activities that make families special havens are 
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destroyed when mental illness usurps all available time and 
energy. 


The consequences of the ritualized routines of daily living are 
most affected by the psychotic or alcoholic living at home. Roles 
are reversed as older children take responsibility for their parents 
and younger siblings. Mealtime is lost as money for food is drunk 
away and jobsare lost. The normal sequence of the day is fractured 
and unreliable. Children eat alone, talk in whispers, or become 
silent, afraid toignitea frightening outburst. With these casualties 
to the rituals of family life, the underlying identity of the family is 
inextricably altered. The sense of “who we are” asa group, “how 
we relate” to one another, “what values and beliefs we share”, 
these important standards for family life are broken under the 
pressure of living with the mentally ill. 


(2) Families must plan with deliberation, and execute their plan. In 
our alcoholism transmission studies high deliberateness reflected 
a couple’s expectations regarding heritage continuity across gen- 
erations, and their success in carrying out that plan. When the 
adult child of an alcoholic had well thought out plans for his or her 
marriage, and had flexibly but forcibly carried them out, then the 
successful outcome for that child was enhanced. 


Deliberateness on the family level is similarly a control factor; 
despite the odds, the deliberate family understands what it must 
do and what it must avoid. They require a broad understanding 
of their situation, an ability to mobilize as a group and obtain 
control over their environment. If the family is frightened or 
confused by the psychotic, or made powerless by the addicted 
parent, their ability to plan and act is diminished. This assertive 
posture can at times appear brutal; it will certainly arouse ethical 
dilemmas in the caring family. 


_ (3) Family members must selectively disengage from mentally ill 
relatives. For children in alcoholic families disengagement is a 
deadly serious process. Their future mental health requires that 
they distance themselves on an emotional, cognitive and behavi- 
oural level. They must see themselves as different from their 
alcoholic parents, connect themselves with healthier alternatives 
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outside their family, and we suspect, maintain a geographic and 
emotional separateness throughout their lives. 


We believe that children in other situations must also sepa- 
rate themselves from the mentally ill relative. In our experience 
there are many casualties among children who see themselves in 
the caretaker role, over responsible and guilt-ridden. The issue is 
controversial, however. As a society who will care for the men- 
tally ill, if not their healthy relatives? Nevertheless, in our desire 
_ toprovide care for the chronic psychotic we should notignore the 
well-being of his or her siblings and children. “Selective disen- 
gagement” is our recommended posture. This stance suggests a 
degree of distance while remaining caring and available. Such - 
partial disengagement corresponds to the position taken by such 
influential groups as the National Alliance for Mental Illness. 


_ Engagement and control an ethical dilemma for the family, and 
an issue of social policy for the community health field. 

Families of the mentally ill are responding toa stress of major 
proportions. These three perspectives have acommon concern for 
the proper level of family involvement in the life of their mentally 
ill relative, and the degree to which the family should itself be 
controlled by the needs of the mentally ill. This concern leads to 
ethical dilemmas and questions of social policy. 


Each of the three perspectives approaches this challenge to 
the family differently. The under-educated family model assumes 
that all families are basically alike in their need for information. 
The model attributes family dysfunctional family responses, e.g. 
collusive behaviours, fearful withdrawal from proper care, isola- 
tion from the outside world, harmful attacks against the patient, 
not as inherent manifestations of family pathology, but instead as 
the result of their poor knowledge base. When they are informed 
as to diagnosis, course, and the inevitable problems associated 
with mental illness, this perspective suggests the family will be 
responsive and competent to care for the patient. 


The educational model, however, can potentially present a 
difficult challenge to the family. Psychoeducational interventions 
teach families to monitor prodromal signs, supervise medication, 
regulate arousal level, and cope on a daily basis with positive 


270 Steven J Wolin & Jane Jacobs 


symptoms. At the same time family members are encouraged to 
pursue their ownactivities and maintain their extra familial social 
ties. While these are sound principles, itis extraordinarily difficult 
for families to find an acceptable balance between the demands of 
the illness and other family priorities. 


By focusing on critical comments and general over respon- 
siveness, the EE perspective emphasizes differences rather than 
similarities between families. Underlying thisapproach theschizo- 
phrenic is conceptualized as suffering from an autonomic arousal 
problem, i.e. he cannot be stimulated like a normal individual. 
Some families, this theory proposes, practice the proper neutral or 
low responsiveness behaviour that this psychopathology requires. 
For various reasons other families respond with heightened 
emotionality, negativity and a pattern of over involvement in the 
patient's life. Thesuggestion emerging from this perspective is for 
the family to assume a more distanced, neutral approach; when 
high EE families are transformed to low EE families they behave 
more constructively. 


The EE approach has shown convincing evidence of its 
efficacy in relapse reduction. It does, however, pose problems for 
some families in its stance against high expressivity. Families who 
have a deep commitment to a close involvement with their ill 
relative may feel pulled between the dangers of triggering a 
relapse with toomuch contact or abandoning their loved one with 
toolittle. Schizophrenia poses complex dilemmas which nosingle 
psychological construct can address comprehensively. 


The third perspective emphasizes the protection of particular 
family structures, its celebrations, routines and traditions, as a 
route to family stability. The theoretical model suggests that 
families with a clear and deliberate healthy identity can protect 
these important ritual structures to the benefit of all family 
members. The research has been limited to alcoholic families 
where abusive parental drinking destroys the form and meaning 
of its celebrations, traditions and routines. Alcoholism, the au- 
thors suggest, is similar to other chronic mental illness in that the 
pattern of family response to the stress will determine (a) the 
course of patient’s illness, (b) the psychological health of other 
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family members, and (c) the family’s durability overall. As in the 
EE model, the ritual protection perspective approach requires 
sufficient distancing and control over the mentally ill member, 
while he is not abandoned. 


In summary, these response-oriented theories share a con- 
cern for one underlying question: What is the proper level of 
involvement with, and control over, a mentally ill relative ? 
Education will teach the family that they are not responsible for 
the illness, and they can identify its exacerbations. Diminished 
responsiveness will produce a more logical, less emotional neu- 
trality so the family can make appropriate decisions. And protec- 
tion of rituals will demonstrate disengagement from the illness, a 
healthy identity impervious to fragmentation and destruction. 
All three models imply that the resilient family has adequate 
control over its mentally ill member, and is sufficiently disen- 
gaged from the mental illness, both emotionally and behavi- 
ourally. 


Nevertheless, the actual living out of this recommended 
stance often remains difficult, if notimpossible. For many families 
taking a disengaged, unemotional posture represents a “giving- 
up” on their child or parent. The family’s daily moral dilemma 
demonstrates the difference between theory and practice. When 
the young adult schizophrenic cannot work, for example, and is 
arrested for vagrancy, should the family rescue him ? Does 
deinstitutionalization imply that families are responsible for the 
mentally ill, when the destruction of family life is the conse- 
quence ? Should the state care for the Alzheimer’s victim when 
the family has the resources to provide care ? What about the al- 
coholic, or the manic-depressive ? Where does the family’s re- 
sponsibility end, and the state’s take over ? 


Atthis point all three perspectives are unclear, and somewhat 
contradictory, in their answers to the ethical and social policy 
questions posed by families. On the one hand, these models 
recommended an educated, engaged response to the daily struggle 
with mental illness. Families who stay involved and knowled ge- 
able will provide the best care for the mentally ill. On the other 
hand, these models suggest a distanced, neutral, and uninvolved 
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posture. Families who protect themselves, perhaps to the extent of 
divesting themselves of responsibility for caring for the psychotic 
or alcoholic member, care best for their healthy members as well 
as for the family itself. 
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Family and Social Support Systems in the Care 
of the Mentally Ill : 


B.B. Sethi & P.K. Chaturvedi 


Introduction 

The family is by far the most important primary group in the 
society. It serves as a total community for the members born 
within it, gradually relinquishing this character as they grow 
towards adulthood. The family is a group defined by a sex 
relationship sufficiently precise and enduring to provide for the 
procreation and upbringing of children. It may include collateral 
or subsidiary relationships, but it is constituted by the living 
together of mates, forming with their offsprings, a distinctive 
unity. This unity has certain common characteristics everywhere 
in human society, though the relationship between the individu- 
als, the family or society and culture and civilization are circular 
and complex. It is well known that besides fulfilling biological 
tasks, family is a vehicle for transmission of values, social norms 
and cultural heritage. 


Various researchers have reported, the unique characteristic 
of Indian society has been the joint family with several exclusive 
attributes of great significance for mental health". Family is the 
most universal of all social forms. It is found in al] societies, at all 
Stages of social development and exists far below the human level 
among a myriad of human species of animals. The family is the 
nucleus of all other social organisations. Frequently, in the sim- 
pler societies as well as in the more advanced types of patriarchal 
society, the whole social structure is built of family units. One of 
the first definitions of community to be given was the “Union of 
families”. This group makes more continuous demands on its 
members than any other association is likely to do. In times of 
crisis, men may fightand die for their country but they toil for their 
family throughout their lives. The type of the family is too deeply 
rooted in the basicimpulses. These impulses sustain and lead men 
into the increasing responsibilities of the family and sustain them 
in the fulfilment of tasks which they did not foresee. Indian society 
is rapidly shifting from agriculture to industry. There has been a 
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steady shift towards urbanisation, which is bound to bring asso- 
ciated changes in the family structure. Dire predictions abound, 
which foresee a diversity of family forms*’. The introduction of 
electronics and computers marks an entirely new era in which 
diversity of family forms are envisaged. 


Family in India 

A unique characteristics of Indian society has been the family 
institution with its peculiar component and varied function. In 
earlier epidemiology studies we observed the opinion based on 
our clinical data that the fragmentation of the joint family may not 
be conductive to the psychological well being, to the vast segment 
of Indian Society'*. Whatever information available was derived 
from epidemiological and other studies, which indicated that 
psychiatric morbidity occured at a higher rate in subjects belong- 
ing to unitary families. Thereby implying that joint family fosters 
emotional stability. 

Many studies have been conducted in the past depicting the 
relationship between psychiatric illnesses and family structure. 
(Table 1). 

The epidemiological studies conducted in rural and urban 
communities**** showed a higher percentage of psychiatric ill- 
nesses in nuclear families in comparison to joint families. Depres- 
sion”, delinquency® and attempted suicide" "* showed similar 
trends as observed earlier. Several reports observe a higher fre- 
quency of neurotic patients in nuclear families"? found emo- 
tionally disturbed women belonging more frequently to nuclear 
families. Some studies have been in variance with the above 
observation, a great prevalence of psychiatric morbidity espe- 
cially of hysteria was found in joint families® =. Carstairs and 
Kapoor* did not find any significant correlation between family 
structure and psychiatric illnesses. 


Recognising the need to systematically investigate the fami- 
lies a scale to measure jointedness of families in India was intro- 
duced™. The scale obtains information on residence, pooling of 
income, financial help and decision making. A number of studies 
on family patterns have been conducted at our centre® ae) | 
which Khatri's scale was employed. These studies yielded some 
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TABLE 1 
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Relationship between Psychiatric illnesses and 
family structure 


i 


si Investigators 


No. 

1. Sethi et af 

2. Dube? 

3. Lal (1971) 

4. Bagadia et af 

9. Verghese and 
Beig"' 

6. Sethi et af? 

7. Sethi et af 

8. Sethi and 
Manch anda? 


sample 


Survey of 300 urban 
families of Lucknow 
N= 1733. 


Survey of 6038 families 
in urban & rural areas of 
Agra N = 29468 


196 depressives from 
Lucknow 


233 depressives from 
Bellary 

Survey of neuroses in 
Vellore Town. N = 1887 


Survey of 850 urban 
families of Lucknow 
N - 4481 


Study of 52 juvenile de- 
linquents in an approved 
school in Lucknow. 


Psychiatric patients of 5 
year hospitalization 


Nature of Family 


Out of 126 psychiatric patients, 
72.2% were from unitary families. 


Prevalence ofpsychiatricillness was 
significantly high in joint families as 
compared to unitary families major- 
ity of hysterics belonged to joint 
families. 


Majority of depressives (60.2%) 
were from unitary families. 


97.5% belonged to unitary families. 


Neurosis was significantly high in 
nuclear families as compared to joint 
families. 


96% patients belonged to unitary 
families in urban population. 


About 2/3 of sample belonged to 
unitary families. 


Definite trend of over representa- 
tion of unitary families (54.5% in the 
sample) 


See 


important observations in regard to an associationbetween neuro- 
ses and type of family. 


A newer approach was adopted on the pattern of ongoing 


work of Henderson and associates in regard to the social interac- 
tion of neurotic patients with members of their primary group*™. 
Primary group is defined as being composed of all kin, nominated 
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friends, work associates and neighbours”. These workers have 
drawn on the concepts elaborated by a number of investigators 
who have come to suspect that a lack of what is presently de- 
scribed as 'support' either directly results in psychiatric disorders 
or deprives the individual of an important buffer against stressful 
experience”. We were especially encouraged to utilize the social 
network concepts because the common theme unifying it with the 
family studies was the concern with the commodity called 'sup- 
port’ and its source i.e., primary group in Henderson's work and 
family in ours. It was also observed that since the primary group 
is defined as being composed of all kin, nominated friends, work 
associates and neighbours, the family automatically becomes a 
part of primary group. Family is the most important component 
of our society, whereas in the west itis probably not invested with 
that much importance. 


For our research we adopted schedule for social interaction 
developed by Henderson et al *', which enabled us to obtain a 
measurable score on several ingredients of the family and pri- 
mary group which are important for the provision of support. As 
a preliminary step and in order to test the methodology in our 
setting we conducted a pilot study” involving 30 neurotic and 30 
healthy individuals. In contrast to Henderson's” findings, it was 
observed that neurotic patients do not have a deficient primary 
group as far as the numerical size and the duration and type of 
interaction is concerned. However, patients appeared to be less 
active than control in making contacts with members of their 
primary group outside their household. 


Later, we extended our work at community level and com- 
pared a small sample in rural and urban areas of all families in a 
defined catchment area®. The social interaction schedule was the 
major instrument to quantify the type and duration of interaction. 
It was observed that rural sample belonged to ‘completely joint 
family’ significantly in comparison to urban population who 
belonged to'Notatalljoint' category. The extent of available social 
support was measured by social interaction schedule. The urban 
subjects, however, spend significantly more time than rural sub- 
jects in interacting with members of the primary group outside the 
household”. 
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Institutional alternations have greatly influenced the mar- 
riage contract and the relation of the members to one another. 
some of the factors responsible for the emergence of a new family 
type are : decreased control of the marriage contract, gaining 
economic role of women, decline of religious control; industriali- 
sation and lack of space. Due to some of these factors emerged the 
new or modern family very often called the nuclear family. The 
primary functions of the modern family are procreation and care 
_ of the young; more stable satisfaction of the needs of the partners; 
the sharing of a home with its combination of material, cultural 
and affectional satisfaction. These primary functions were re- 
tained by the family, while the non-essential functions such as 
looking after the health of the family was separated and trans- 
ferred to hospitals and clinics while education and recreation 
have been transferred to kindergartens and schools and recrea- 
tional clubs respectively. 


Role of Family and Social Support Systems in the Prevention 
and Treatment of Mental Illness. 

An effective programme for prevention of mental illnesses 
needs to be community based with its goal to decrease the psychi- 
atric morbidity in the society. There are only two options possible, 
either to remove the factors causing the breakdowns or to reduce 
the risk factor for vulnerable persons. The family occupies an 
important position in this context, the traditional joint family 
provides excellent supportive environment for the emotionally 
vulnerable, economically weak or unemployed and the old and 
the infirm, it also protected the individual during adversity. Asa 
consequence of industrialization and urbanisation, there has been 
a disintegration of a joint family in favour of nuclear family. The 
traditional joint family was more suitable for India as large part of 
its population resides in rural areas and is engaged in agriculture. 
This change has made it necessary that a relation between ‘family 
patterns and ‘psychiatric disorders’ should be studied. The work- 
ers were influenced by the findings that lack of supportis directly 
proportional to mental disorders, that is to say, the more lacking 
the support is, the more are the incidence of mental disorders". 


‘Support system’ isa group of social aggregates providing the 
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individual with physical, emotional or psychological and social 
supports. Thus, weare especially encouraged to look at the ‘social 
network’ concept closely because the common theme unifying it 
with the family studies was a concern called 'support' and its 
source was the family. This system is a network of few or many 
persons who relate to the individual and buffer, reinforce or 
nurture him. Support systems enable mobilization of psychologi- 
cal capacities, inner resources, promotion of mastery, sharing of 
real life tasks, provisions of extra material supplies, guidance and 
information. Sucha support systemis very well observed ina joint 
family. Besides the family more organised non-professional sup- 
port systems like the religious organisations also serve in these 
capacities. Professionals at times develop new support systems 
for specific purposes. 

Earlier, we have suggested that our attention should be 
focussed on the immediate social environment for the formula- 
tion of a preventive strategy. Also included in our sphere of action 
should be the personality of the individual" within the social en- 
vironment. The most important component to the individual is 
the primary group and within the primary groupishis family. The 
social relationship carry multiple functions such as, maintaining 
the psychological and physical integrity of the individual. One 
category is of special interest to the psychiatrist and that is, the 
provision of support. In other words, to maintain a reasonable 
degree of affective comfort and to help a person to operate 
effectively in the face of adversity. 


The concept that a large and closely knit kinship system rep- 
resented by a joint family allows for formation of strong bonds of 
emotional attachment with a large number of persons, group 
support and considerable social and economic support favours 
the joint family over the nuclear family“. All of the above men- 
tioned factors have a positive influence on mental health, or 
protect vulnerable individuals from decompensating in adverse 
circumstances. In comparison to the nuclear family, the joint 
_family provides a large number of attachment figures and thus, is 
a better source of support. With the disintegration of the joint 
family in India, we are facing a situation where an effective, 
Spontaneous and rich support system is being replaced by a 
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weaker substitute, the nuclear family. The consequent weakening 
and reduction in social bonds and concomitantly ‘support’ may be 
affecting the mental health of individuals. Pattison et al ? found 
that primary networks of neurotics were small in size i.e., about 
10-12 persons often including significant persons, who are no 
longer living and the density or inter-connectedness, tended tobe 
low in comparison to the normative sample. The disintegration of 
the joint family, the resultant weakening of social bonds and the 
causal role of supportin the occurrence of mental diseases cannot 
be viewed in isolation. The associated factors of personality and 
adversity also have to be taken into account. It has been seen that 
a person with a defective personality may perceive his relation- 
ship with others as deficient in support, restricting his social 
network, which may prove to be inadequate in maintaining the 
mental health of individuals. 


Since the social environment and the personality of an indi- 
vidual are interrelated, it has been felt that an effective preventive 
strategy should include both the factors. For the attainmentof this 
objective, we need to discuss the social measures which may be 
mobilised to provide effective support to vulnerable individuals. 
The social measures in our. framework are considered of primary 
importance because it is more feasible to attempt to improve and 
strengthen the social support rather than reduce the exposure to 
stressors™ or effect a change in other variable e.g., personality 
traits*. The predominent vulnerable group which is exposed to 
stressors and the weakening of support, is one which undergoes 
a change in their lifetime froma joint family to nuclear family. The 
second type of people are those who have migrated from rural to 
urban areas. A third type of vulnerable group would consist of 
people whose jobs require frequent transfer and uprooting of 
social ties and support systems. Such persons can usually be 
identified by simple surveys. 

An approach of treatment would include educational pro- 
grammes designed to educate the masses with regard to the risk 
inherent in change of jobs, residences, pattern of living and how 
to protect against these phenomena. Psychotherapy clinics and 
counselling cells may be set up to offer advice in this regard. In 
high risk persons or risk groups who have been identified as 
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undergoing some stressful situations, it would be required to 
assess the strength and weakness of the individuals and the group 
as a whole and interventions planned accordingly. Such as - if an 
absence of supportive family has been identified as a risk factor, 
then support may be sought to be provided through the assistance 
of neighbours, friends and work associates. It is important to 
educate these individuals about the importance of providing 
support to the vulnerable individual. Cooperation of care giving 
agencies like physicians, social and religious groups may also be 
tapped to achieve a satisfactory level of social support. The 
measures bear resemblance to the community psychiatry con- 
cepts evolved by Caplan in the text "Support systems and commu- 
nity mental health". Caplan“ has proposed that the psychiatric 
disorders can be reduced by effective use of the supportive 
resources within a community. 


The removal of malnutrition and infections and their contri- 
bution to the causation of mental illnesses as speculated by 
eminent scholars; tend to reduce with the general improvementin 
health care. This is already being attempted through various 
national health programmes. Secondary prevention is the next 
important step in our evolution of strategy for prevention of 
mental illness. this can be achieved by procedures which would 
promote early diagnosis and effective treatment of the diseases. 
This is important as this curative function removes him from the 
pool of established cases. Such programmes must pay attention 
not only to the technical problems of diagnosis and therapy but 
also to logistics of maximum use of resources of workers and 
knowledge. The fundamentals of an effective programme are 
early referral, screening programmes and early and effective 
treatment of psychiatric ailments. 


Conclusion and Recommendations 

In all these therapeutic roles, preference is given for a change 
through knowledge acquired in, often painful processes of sym- 
bolic expression as well as the relatively uninhibited honest 
communication of information. Preference is given for being able 
to endure present deprivation, discomfort, tension, pain in the 
interest of future gratification, rather than for seeking to be rid of 
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any discomfort or tension as rapidly as possible no matter what 
the cost is. an integration of the parts of a system such as the 
personality system is attempted so that the required functions, 
that those parts represent or performed, without costly or irrevo- 
cable sacrifice of one for the sake of another. We are living ina 
rapidly changing world and we do not know what sort of world 
the next generation shall have to live in. Material and social 
conditions due to the impact of science and technology are under- 
going rapid and radical changes and education cannot by any 
stretch of imagination anticipate them. All this is being stressed in 
modern educational thought and practice. The individual should 
be so educated that he should find his intellect and personality 
quite adequate to meet the challenge of changing conditions in an 
ever changing world. Itis for the society to rise to the occasion and 
demonstrate greater awareness of the need and importance of 
mental hygiene programmes for the task of masses. The returns in 
terms of a community dedicated to the task of building a better 
worid inhibited by saner people working for the good of all, for 
peace and prosperity, will increase manifold. 


Following recommendations are made :- 


1. Educative processes athome, school and in the society should 
be improvised so that the new generationis wellad justed and 
adapted to his environment reducing the number of break- 
downs in society; 


2. Creating greater awareness among the masses to show the 
need and importance of implementing National Mental Health 
Programme; 


3. Reorganisation of the community by reeducation, so that the 
community is able to identify mental illnesses and perform its 
therapeutic role; 


4. A larger number of Behavioural Scientists to be appointed by 
schools and local bodies, which should give guidance to 
children with regard to their problems; 


5. Parents should be made aware of the importance of their at- 
titudes towards children. For sound mental health itis essen- 
tial that family relationship should be built on sound know]- 
edge of child psychology; 


286 


B.B. Sethi & P_K. Chaturvedi 


. Jointand extended families should be encouraged to flourish 


as it provides greater security, support and stability for an 
individual. Joint family system prevalent in this culture 
probably offers a built-in safety against a breakdown; and 


- Communication should be simplified reducing the inability 


of a person to express himself on account of varying cultural 
background, as simple communication is an important factor 
in individual being a stable person. 
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SESSION IV 
DISCUSSION 


Harriet P. Lefley 

I have been asked to comment on two very provocative and 
very different papers, the one focussing on the differing preven- 
tive and therapeutic capabilities of unitary /nuclear and joint/ex- 
tended families, and the other on maintenance of family integrity 
and supportin tertiary prevention. Both papers have raised issues 
that are critical for attaining conceptual clarity regarding the role 
of support systems in deterring decompensation or relapse. 


Essential questions raised by these papers include, among 
others, the therapeutic parameters of social networks and ex- 
tended family systems; limitations of our current paradigms of 
family structure; the stress-bu ffering mechanisms of social sup- 
port; the relationship of family structure to constructs such as 
Expressed Emotion (EE) ; the social policy implications of inter- 
ventions derived from these constructs as applied to families and 
to other systems impacting on the patient; the cost benefit ratio of 
family support, that is the balancing of patients needs with those 
of other family members, including children, adolescents, and 
elderly parents' ; and functional analogues of extended kinship in 
other types of structures, ranging from group living in psychoso- 
cial rehabilitation programs to participation in the new patient 
and family advocacy movements that are developing throughout 
the world. 


Let us comment first on the interesting paper by Drs. Sethi 
and Chaturvedi, whichis linked to theoretical paradigms of social 
support. Their focus is in good accord with the thesis advanced by 
Lin etal’ that social support provides antecedent protection against 
decompensation of the vulnerable individual, and acts as a buff- 
ering mechanism after breakdown occurs. Whether it is the pro- 
tective mantle and attachment figures of the extended family, or 
other correlates of this structure - such as Opportunities for low 
demand productive roles in agrarian economies, or diffusion of 
interpersonal contacts are questions for further investi gation. The 
notion that a secure social network can “buffer, reinforce, and 


290 


nurture” has good face validity, and certainly tends to be con- 
firmed by the correlative data showing higher psychiatric mor- 
bidity in nuclear families than in joint families. 


Some years ago Leff? suggested that the nuclear-joint distinc- 
tion may be the critical variable in the more benign prognosis to 
schizophrenia in the developing countries, observed in the follow 
up findings of the International Pilot Study of Schizophrenia 
(IPSS). The joint structure dilutes the “highly charged emotional 
relationships” (p. 156) found in western nuclear families, and 
provides an emotional and financial buffering mechanism in the 
availability of many people to interact with and support the 
patient. In the current replications of the EE studies, Leff et al* 
suggest that the better outcome of patients in Chandigarh, when 
compared with the west, may be due to the significantly lower 
proportion of high EE relatives. In fact, almost all replications of 
Brown, Birley & Wing’s work have indicated that low EE is 
normative in families of schizophrenic persons in more tradi- 
tional cultures, both cross-nationally and cross-ethnically within 
countries’. In the most recent studies the differences in high EE 
percentages are quite remarkable; 54% in London and in Aarhus; 
23% in Chandigarh®, 67% in Anglo American and 41% in Mexican- 
American samples, both in California’. 


Is this due primarily to differential resources for care giving 
implicit in family structure, to world view and expectations 
regarding the relationships and obligations of kinship, to differ- 
ent explanatory models of mental illness”* to cultural variation in 
expressiveness, or tomore complex interactive effects ? Within the 
Chandigarh sample, city-dwellers were significantly more ex- 
pressive than villagers in all EE components except for over- 
involvement’. Predictably, 75% of the villagers lived in extended 
families vs. 20% of the city dwellers. However, although there 
were striking differences in the distribution of EE components 
between city dwellers and villagers (the latter showing more 
overinvolvement), no significant difference emerged between 
rural and urban relapse rates‘. It is relevant that in an earlier paper 
Day’ had indicated that “the most appreciative and least stressful 
family environment appear not in large extended living groups 
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from the rural population but in urban nuclear families of one or 
two generations” (p. 213). Whether this was a preliminary, later 
discounted observation, or a differentiation between verbal ex- 
pression and actual behaviour, is not clear. 


Other puzzles have emerged from the EE data that merit our 
attention as researchers. In India, unlike England and Denmark, © 
only the association between hostility and relapse was statistically 
significant. Two other significant correlates of relapse were Sch- 
neiderian first-rank symptoms and single status among males, 
suggesting psychopathology as an independent predictor. More- 
Over, maintenance neuroleptics appear to be critical in these 
interrelationships. In India as in the U.S., independent life events 
appear to play a precipitating role in the onset of schizophrenia for 
a substantial proportion of unmedicated patients living with low 
EF relatives’. In point of fact, data analysis from all nine research 
centres in the IPSS indicate that a range of heterogeneous socioen- 
vironmental stressors may precipitate attacks, clustering in the 
two-three week period immediately preceding illness". 


If this is the case, our primary preventive task, as suggested 
by Sethi and Chaturvedi, may be to educate populations on how 
to deal with change. This raises two issues critical for an enlight- 
ened mental health services policy. First, we have already begun 
to see what happens when the tide of industrialization and 
urbanization begins to fragment the joint family. In point of fact, 
a disproportionate number of chronic patients in the U.S. come 
not from extended or nuclear families, but from fragmented 
households with changing role models and inconstant parental 
figures. How can we support and buffer the members of frag- 
menting families, implementing some of the broad suggestions 
indicated in this paper ? More specific to tertiary prevention and 
to Wolin & Jacobs’ paper how can we support the su pportsystems 
of severely disabled patients who no longer can be hospitalized 
for long periods of time but lack commensurate resources in the 
community ? And how can we prevent the mental health system 
from fostering destabilizing models of community care ? 


These issues are of great importance, because the theoretical 
framework underlying much of deinstitutionalization policy in 
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the west was based on two implicit assumptions. These were not 
only inadequately conceptualized, but their culture bound nature 
is also readily apparent. The first was that chronic psychosis was 
primarily a function of institutionalization and/or societal label- 
ing; thus community normalization would eliminate the need for 
a corpus of long - term care givers. For this reason, as well as other 
theory-based deterrents to professional-family communication. 
Families today whether nuclear or extended are faced with a care 
giving role for which they are unprepared, untrained, and from 
which they have been systematically excluded in the past. In the 
US today almost 40% of chronic patients live with families, many 
with aging parents suffering under an enormous burden which 
has only recently begun to be acknowledged by mental health 
professionals’. 


The second assurnption was one of linear improvements, that 
is, that post-hospitalization would involve planned transitional 
stages that ultimately would lead to independent functioning in 
the community. The total sheltered environment of the hospiial 
thus was replaced by time-limited housing, day treatment, and 
job training efforts whose labels (transitional, half-way, quarter 
way) clearly indicated their impermanence. Apart from the find- 
ing that many patients were unable to attain treatment goals 
within the estimated time frames, those who did were literally 
penalized for their modest successes by being forced to move 
away from their known base and support group. Estroff! has 
delineated many similar “catch 22” situations and double-binds 
in the service delivery system. Aftercare policy today continues to 
be inherently destabilizing for a core group of patients who 
require some type of asylum in order to be able to function at all”. 


It is of interest that even those who laud the Italian policy of 
massive deinstitutionalization admit the failure to consider the 
needs of families of returned patients. Among these, Scheper- 
Hughes & Lovell’ have suggested that family therapies of the 
Milan type were an appropriate effort to fill this gap. Yetas Wolin 
& Jacobs correctly note, neither psychodynamic nor systems - 
oriented family therapies have provided empirical evidence of 
their effectiveness; and families of persons with severe psychotic 
disorders have not perceived them as helpful "6, The only 
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interventions of demonstrated efficacy are the psychoeducational 
approaches’”"’. For the first time families are being offered that 
which they have long requested and long been denied: informa- 
tion about the illnesses, support for the farnily’s agony, and 
training in behaviour management and problem-solving tech- 
niques. Yet families have some fear of the social policy implica- 
tions of such interventions, which suggest that they are the major 
care givers and most in need of education in reducing psy- 
chophysiological arousal in persons with the core deficits of 
schizophrenia. Indeed, as Vaughn et al’® themselves suggest, there 
are multiple extrafamilial socioenvironmental stressors impact- 
ing on the patient; this is confirmed by the IPSS data”. 


The paper by Wolin & Jacobs gives an excellent portrayal of 
phases of theory regarding family role and correlative profes- 
sional-family relationships in the west. Overall these resulted ina 
distincting posture that thankfully was not duplicated in other 
cultures where it would be inappropriate not to involve the family 
in decisions and plans regarding the patient’s health?°. Their 
paper indicates the self-balancing mechanisms of family rituals in 
enabling families to survive as support systems to patients. Their 
finding of ‘deliberateness’, or the ability to exert control of rituals 
as a protective mechanism in families of alcoholics is of particular 
interest in the light of Noh & Turner’s”! finding that a sense of 
mastery and control mitigates burden in families of psychiatric 
patients. Refreshingly, this paper considers the cost-benefit ratio 
of family care and addresses a primary prevention issue typically 
ignored in the field: creation of an at-risk population through 
enforced care giving of difficult and disruptive persons (1), or 
subjugation of personal needs because of commitment to a men- 
tally ill relative. Their aim of “partial selective disengagement is 
indeed one that protects the largest number of people, typically 
butnotalways including the patient. This paper gives an excellent 
picture of the pressures exerted on families by conflicting needs 
and fears for the patient's survival. The clinical goal of promoting 
resiliency in families through sharing of knowledge, competence, 
and adaptive skills, while maintaining normalcy through pre- 
serving identity and tradition, is a salutary therapeutic model. 
NAMI’s model of partial selective disengagement, however, rests 
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not only on family education, but on advocacy for alternatives to 
family care giving as an explicit political goal. In the final analysis, 
a well-functioning mental health system which provides housing, 
social outlets, and rehabilitative skill-training outside the home, 
offers the best relief for family burden and enables patients to 
achieve some measure of autonomous functioning and control 
when family supports may no longer be available. 


I would like to add some final remarks on the creation of 
support systems for patients and families. Psychosocial rehabili- . 
tation programs and some community mental health centers try 
to provide a peer group which may function as a fictive family for 
patients without kin. We have done this in our own community 
mental health work in Miami, even involving traditional healers 
and churches as supportive resources” ”’, Elsewhere I have sug- 
gested that the family groups affiliated with the National Alliance 
for the Mentally ill (NAMI) in the U.S. may fulfil some of the 
functions of extended kinship networks, offering psychological 
support and information sharing, and often developing resources 
that provide housing and occupational roles for disabled mem- 
bers”. For more functional patients in remission, the patient's 
organizations now emerging fulfil some of these roles. Mental 
Health professionals would do well to acknowledge that their 
treatments are sporadic and time-limited interventions in the 
patients’ lives. Families are forever. Aninvestmentof resources in 
family education, provision of space and facilities for support 
groups, and involvement of family members in treatment plan- 
ning can buttress and reinforce families in their continuity of 
support to patients and their adjunctive contributions to the 
mental health system. As Wolin & Jacobs have indicated, profes- 
sionals may also learn much from families on the mechanisms 
which promote family integrity in the face of inordinate strain. 


References 


1. Lefley, H.P. Aging parents are care givers of mentally ill adult 
children : An emerging social problem. Hospital & Community Psy- 
chiatry, 38 : 1063-1070 (1978 a). 


2. Lin,M.,Simone, R., Ensel, W. & Kuo, W. Social support, stressful life 
events, and illness: A model and an empirical test. Journal of Health 
& Social Behaviour, 20 : 108-119 (1979). 


10. 


FE 


ir 
1s: 


295 


. Leff.J. Psychiatry Around the Globe: A Transcultural View. New York 


: Marcel Dekker (1981). 


. Leff, J., Wig, N.N., Ghosh, A., Bedi, H., Menon, D.K., Uipers, L., 


Korten, A., Ernberg, G., Day, R., Sartorius, N., & Jablensky, A. 
Influences of relatives’ expressed emotion on the course of schizo- 
phrenia in Chandigarh. British Journal of Psychiatry, 151 : 166-173. 
(1987). 


. Brown,G.W., Birley,J.L.T. & Wing, J.K. Influence of family life on the 


course of schizophrenic disorders: A replication. British Journal of 
Psychiatry, 121 : 241-258 (1972). 


. Wig, N.N., Menon, K., Bedi, H., Leff, J., Kuipera, L., Ghosh, A., Day, 


R., Korten, A., Ernberg, G., Sartorius, N. & Jablenski, A. Distribution 
of expressed emotion components among relatives of schizophrenic 
patients in Aarhus and Chandigarh. British Journal of Psychiatry, 151 
: 160-165 (1987). | 


. Jenkins, J.H., Karno, M., de la Selva, A., & Santana, F. Expressed 


emotion in cross-cultural context: Familial responses to schizophre- 
niaamong Mexican Americans. In:M.J.Goldstein (Ed). Treatment of 
schizophrenia: Family Assessment and Intervention, Berlin: Springer- 
Verlag. pp. 35-49 (1986). 


. Waxler, N.E. Is.outcome for schizophrenia better in nonindustrial 


societies ? The case of Sri Lanka. Journal of Nervous & Mental Disease. 
167 : 144-158 (1979). 


. Day, R. Research on the course and outcome of schizophrenia in 


traditional cultures: Some potential implications for psychiatry in 
the developed countries. In: M.J. Goldstein (ed) Preventive Interven- 
tion in schizophrenia : Are We Ready ? (NIMH DHHS Publication No. 
(ADM) 82-1111), Washington, DC : GPO (1982). 


Day, R., Nielsen, A., Korten, A., Ernberg, G., Dube, K.C., Gobhart, J., 
Jablensky, A., Leon, C., Marsella, A., Olatawura, M., Sartorius, N., 
Stromeren, E., Takahashi, R., & Wynne, L.C. Stressful life events 
proceeding the acute onset of schizophrenia: A cross-national study 
from the World Health Organization. Culture, Medicine & Psychiatry, 
li, 123-205 (1987). 


Estroff, S.E. Making it crazy : An Ethnography of Psychiatric Clients in 
an American Community. Berkeley : University of California Press 
(1981). | 


Bachrach, L.L. Asylum and Chronically Ill Psychiatric Patients (1984). 


Scheper-Hughes, N. & Lovell, A.M. Breaking the circuit of social 
control: Lessons in public psychiatry from Italy and France Basaglia. 
Social Science & Medicine, 23 (2) : 159-178 (1986). 


296 


14. Hatfield, A.B. What families want of family therapists. In : W.R. 
McFarlane (Ed). Family Therapy in Schizophrenia, New York :Guilford, 
pp. 41-65 (1983). 


15. Holden, D.F., & Lewine, R.R.J. How families evaluate mental health 
professionals, resources, and effects of illness. Schizophrenia Bulletin. 
8 : 626-633 (1983). 


16. Lefley, H.P. Impact of mental illness in families of mental health 
professionals. Journal of Nervous & Mental Disease. (In press) 


17. Anderson, C.M., Reiss, DJ. & Hogarty, C.E. Schizophrenia and the 
Family. New York : Guilfird (1986). 


18. Falloon,I.R.H., Boyd, J.L. & McGill, C.W. Family care of Schizophrenia. 
New York: Guilford (1984). 


19. Vaughn et al (1984) 


20. Lefley, H.P. Families of the mentally ill- across cultural perspective. 
Psychosocial Rehabilitation Journal. 8: 57-75 (1985). 

21. Moh,S. & Turner, R.J. Living with psychiatric patients: implications 
for the mental health of family members. Social Science & Medicine, 25 
(3) : 263-271 (1987). 


22. Lefley, H.P. Delivering mental health services across cultures. In: P. 
Pedersen, N. Sartorius & A. Marsella (Eds) Mental Health services : The 
Cross-Cultural Context, New York : Sage. pp. 135 - 171 (1984). 


23. Lefley, H.P.& Bestman, E.W.Community mental healthand minori- 
ties : A multi-ethnic approach. In S. Sue & T. Moore (Eds). The 
pluralistic society : A community mental health perspective, New York: 
Human Sciences, pp. 116-148 (1984). 


Prof. K. Bhaskaran 

With increasing emphasis on early discharge of long-stay 
patients as an essential part of “deinstitutionalisation” programme, 
families are being increasingly called upon to act as primary care 
agents. Rather than “deinstitutionalisation”, what we are practic- 
ing by and large, can be more appropriately called “trans-institu- 
tionalisation”, to use a term coined by John A. Talbot, where the 
patient is having his locus of living and care transferred from one 
lousy institution to multiple wretched ones. Professional journals 
are replete with articles describing the deplorable state of affairs, 
consequent upon our practice of discharging chronic patientsinto 
the community without ascertaining if alternative support and 
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care facilities are available. It is therefore most appropriate and 
timely that we have chosen to deliberate on “Family and social 
support systems in the care of the mentally ill” today. 


In their paper, Drs Sethi and Chaturvedi refer to 8 Indian epi- 
demiological studies, 4 of them from theirown Centre at Lucknow, 
which indicate that there is greater psychiatric morbidity associ- 
ated with nuclear families as compared to joint families. They do 
mention however that 3 or 4 studies do not corroborate these 
findings. They contend that the joint family with its numerous 
members and close interpersonal emotional ties tends to provide 
excellent emotional support for the emotionally vulnerable, eco- 
nomically weak and unemployed, the old and the infirm. With 
increasing industrialisation and urbanisation, there is a tendency 
for fragmentation of the joint family and emergence of the nuclear, 
which is likely to adversely affect the mental health of the indi- 
viduals in the community. 


The authors stress the importance of strengthening the social 
support systems in preventing mental illness and advocate iden- 
tifying vulnerable groups like : those changing from joint family 
model to the nuclear family model, migrants from rural to urban 
areas and those on job transfers; educating them and providing 
direct service, where indicated, through Psychotherapy clinics 
and Counselling cells. If an absence of a supportive family is 
identified as a risk factor, support may be sought to be provided 
through neighbours, friends and work associates. 


The authors also stress the importance of correcting malnu- 
trition, controlling infections and improving the general health of 
the community and implementing vigorous secondary preven- 
tion programmes. Armong the major recommendations are : 


1. Devising an educational system that will enable the individ- 
ual to equip himself with an intellect and personality ade- 
quate to meet the challenge of changing conditions in the 
ever-changing world. 


2. Educating the community on mental illness and its therapeu- 
tic role. 


3. Appointment of a large number of behavioural scientists by 
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schools and local bodies. 
4. Educating the parents on principles of child psychiatry. 


9. Encouraging joint and extended families to flourish. 


The main thrust of the paper by Drs Sethi and Chaturvedi is 
that the Indian joint family has the potentials of an excellent social 
support system ; and with its tendency for fragmentation and 
replacement by a nuclear family, on account of increasing indus- 
trialisation and urbanisation, the mental health of the individual 
is at risk. They base their conclusions on the data from few Indian 
epidemiological studies, both urban and rural. To be able to 
attribute aetiological relevance to the structure of families, in 
connection with psychiatric morbidity, it is important to control 
the other determining variables. This is scarcely possible in epi- 
demiological studies primarily designed to measure morbidity. 
Secondly, the criteria for identifying nuclear and joint families are 
not clearly specified; as these are likely to vary from one centre to 
another, the findings may not be comparable. It is conceivable for 
a family tobe nuclear in the physical or structural sense but joining 
in the emotional or functional sense. 


In fact, sociologists tell us that instead of facing extinction or 
disintegration, joint family tends to exist even today though ina 
modified form. In his study of Agarwal families, both rural and 
urban, in Delhi area, Gore! found that more than half the respon- 
dents in both areas stated that their relationship with their moth- 
ers was closer than that with their wives. In both rural and urban 
families, the decision-making was by parents and there were only 
limited changes asa result of urbanisation. There was evidence of 
a shift from the traditional fraternal joint family, where brothers 
lived together with their families, and where the father and 
married sons lived together. Even if a man and his wife are 
educated and set up a separate family, the man’s emotional ties 
with his mother and sister tend to be stronger than the conjugal 
ties with his wife. Gupta’? observes that the new nuclear family 
does not really exist as a separate entity, but is a sector of the 
continuous extended family arrangement. From the pointof view 
of mental health, itis not so much the change from joint family to 
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nuclear one that is hazardous as the rapidity of social change in 
general, and that of value-systems, ideology, goals and aspira- 
tions in particular, and this is true not only of India but of the 
whole of South Asia. Gunnar Myrdal’ observes “It is then not only 
a telescoping in the sense that changes are concentrated in a 
shorter-time span, but there is also a break in the order in which 
the changes occur and what could, in Europe, unfold gradually 
and proceed asa grand symphony with one movement following 
the other in thematic sequence is, by destiny, syncopated in South 
Asia into almost cacophony”. 


The authors rightly emphasize the need to identify the popu- 
lation at risk, like the migrants from rural to urban areas and 
arrange for counselling for them and where social support is 
lacking, to arrange for a social network of support comprising 
neighbours, friends and work associates. 


The importance of correcting malnutrition, controlling infec- 
tions and improving the general health get due recognition asalso 
does vigorous activity in the secondary prevention front. 


The authors’ recommendations in general, cover a wide area 
and appear to me too ambitious in the context of our knowledge 
base and resources in terms of money and personnel. One of the 
authors recommendations is to encourage joint and extended 
families to flourish. Joint family may structurally appear to have 
the potential as a good emotional and social support system, but 
lam not sure if we have enough reliable and valid data to support 
the overall beneficial effects of joint family on personality devel- 
opment and to recommend its adoption on a mass scale as a pre- 
ventive mental health measure. In fact, Sinha‘ feels that though 
joint families may be relatively stable, they tend to place too much 
emphasis on conformity to family norms and inhibit self-no-self 
differentiation and individualisation. Multiple role-models tend 
to cause identity diffusion and children tend to be over protected, 
sheltered and over dependent. It must also be borne in mind that 
for families living in urban areas, joint family living may prove a 
physical difficulty for want of space and also a social and eco- 
nomic burden. In the last analysis, more than the structural model 
of the family, it is the functional aspects that are more important 
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from the point of view of members personality development, and 
these include; emotional security, acceptance, support, encour- 
agement and assistance in growth as an individual, value sys- 
tems, nature of intra-familial communication patterns, degree of 
harmony in intra-familial relationships, relationship to the com- 
munity at large etc. It will, therefore, be more meaningful to 
influence the families at risk to adopt healthier modes of family- 
functioning than focus only on structural change. 


Steven Wolin and Jane Jacobs start their paper by pointing 
out that mental health professionals, over the years, have tended 
to tur away from being accusatory about families role with 
relevance to a member’s illness, to seeing them as potential 
helpers in caring for the same member. They examine the family’s 
supporting and caring role from three perspectives, viz : (1) the 
family’s knowledge about the illness, its causation, course and 
treatment, (2) the family’s emotional responsiveness to the illness. 
They go on to elaborate on their concept of “resilient” family and 
its role in the treatment of a chronic mental patient, based on their 
own research. The authors review of studies dealing with the level 
of education of families regarding the various aspects of schizo- 
phrenia, especially its management, is comprehensive and up-to- 
date. It not only establishes that the information-base, that the 
families have, does not equip them to handle the schizophrenic 
patient with confidence, but what is more important, highlights 
the disparity in perception of the educational needs by profession- 
als and families. This emphasizes the importance of involving the 
families while drawing up educational programmes for them. It 
is reassuring to note that controlled clinical studies have estab- 
lished the value of psychoeducational programmesin minimising 
the relapse rate in schizophrenia; though the programmes might 
differ widely in their duration, educational content and focus and 
we may not be able to identify the beneficial components of the 
programme precisely. 


Since the pioneering work of Brown and associates, in the 
early sixties, correlating a high relapse rate in schizophrenia with 
high EE (Expressed Emotion) on the part of families, there has 
been a good deal of work on the subject by other investigators in 
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both developed and developing countries. Particularly interest- 
ing and relevant are the studies correlating high EE environment 
and high autonomic arousal in the schizophrenic patient, and 
those correlating parental EE profile to the broader “Affective 
styie” in the family interaction patterns. Authors refer to the lack 
of consensus among clinicians and research investigators regard- 
ing the validity and usefulness of the EE model. The validity of 
combining the 3 EE components, viz., hostility, critical comments 
and emotional over-involvement into one construct has been 
specially questioned, since not all high EE relatives have been 
found to exhibit the three components to an equal degree, and 
there is still no substantial evidence to prove that high EE causes 
relapse in schizophrenia; and also whether one should not think 
of the relationship more in terms of an interactive rather than a 
causative model. Concern is also expressed that sticking too 
rigidly to the EE model is associated with the risks that, (i) family 
members may inadvertently establish a low stimulation environ- 
ment that does not adequately challenge the patient and (ii) it may 
lead to suppression of affect in the family, which may prove more 
harmful than beneficial. The third perspective deals with the 
family’s ability to maintain its identity through the practice of 
rituals and examines the potentials of this manoeuvre in preserv- 
ing the mental health of the non-affected family members. 


The authors, have, over the years, carried out studies con- 
cerned with protective environmental factors in the transmission 
of alcoholism across generations. Their research is unique and 
commendable in that it addresses itself primarily to one major 
burden faced by families caring for chronic patients, viz: ensuring 
that the care of the sick member does not adversely affect the 
mental health of the rest of the family. 


In their first study, involving members of 25 Washington, 
D.C. area families, in which at least one parent had an alcohol 
problem, an attempt was made to see if transmission of alcohol- 
ism to the children was correlated with breakdownin carrying out 
rituals, traditions and patterned routines. It was found that the 
greater the change in family rituals while the children were young 
and the parental drinking was heaviest, the more likely the 
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recurrence of alcoholic problems in the children’s generation. 


Here, one may ask some questions concerning the research 
design namely (i) did the transmitter families contain a greater 
number of two parent alcoholics and/or a greater number of 
alcoholic blood-relatives ? (ii) though coders of ritual area disrup- 
tion were unaware of the transmission on status of the family, the 
investigators who collected information on family behaviour 
around several ritual areas were aware of the transmission status 
and this might have introduced a bias in information recording. 
Do the authors consider it likely ? (iii) Since information supplied 
by the relatives on ritual life, especially when the children were 
young, is based on retrospective recollection, how consistent and 
reliable is this information ? 


In their second project, the authors tested the premise that a 
child froma ‘subsumptive’ family, who retained his or her origin- 
family’s rituals would be at a higher risk for transmission than an 
offspring who adopted the spouse’s nonalcoholic family heritage. 
They used for this study, 68 married offsprings and their spouses 
from 30 families with at least one alcoholic parent. The authors’ 
hypothesis stood proved. It was also noticed that the greater the 
degree of deliberateness in the practice of rituals, the greater the 
chances of non-transmission. 


One would like to know for how long the children who got 
married were followed up to ascertain their drinking status. Few 
other questions relating to the study are : (1) is it possible for 
families to have, like some individuals, an absent or confused 
identity ? (2) Were any attempts made by the investigators in the 
course of their work to change a ‘subsumptive” pattern to a more 
‘distinctive’ one and if so, with what results (3) What if some 
family members exhibit a ‘subsumptive” pattern and the others a 
‘distinctive’ pattern, as might happen in a joint or extended 
family ? (4) What if the dominant parent is not only an alcoholic 
buta tyrant and a bully to boot and would not allow a distinctive 
pattern to be established, in spite of the family’s earnestness to try 
and best efforts at ‘deliberateness’ ? (5) How far are the findings 
applicable to families with chronic schizophrenics ? An alcoholic, 
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even if chronic, is not dependent on the family to the same extent 
as a chronic schizophrenic, especially one with negative symp- 
toms. The family’s feelings towards analcoholicare ambivalent at 
best and condemnatory and critical for not being motivated to 
help himself at worst. Under such circumstances, disengagement 
is relatively easier than with a chronic schizophrenic who is 
unable to function because of his personality disorganisation and 
inadequate or inappropriate social and coping skills. Disengage- 
ment in the latter case is likely to be associated with greater degree 
of guilt and fear of social disapproval. 


The authors rightly highlight the dilemma faced by mental 
health professionals in trying to help families burdened with the 
care of a chronic mental patient. It is difficult to strike the right 
balance between caring for the sick member and protecting the 
mental health of the non-sick members. Dilemmas are not new to 
psychiatrists and psychiatry is a speciality of dilemmas, ambi gui- 
ties and controversies par excellence. A recent count found that 
there are as many as 400 different schools of psychotherapy, but 
the dilemma we are faced with in dealing with over-burdened 
families is a particularly difficult one in that we have very little 
information on the effects of caring for a chronic schizophrenic 
patient at home, on the other members of the family especially 
children, and in this context, the contributions of Wolinand Jacobs 
assume special significance. 


Coming back to the subject of support for families in dealing 
with the chronic mental patient, we conducted a study of the 
burdens associated with home-care of chronic schizophrenics at 
E.C. Dax House (named after Cunningham Dax, a pioneer in 
community psychiatry movementin Australia) in Geelong, Victo- 
ria, Australia in 1984. Dax House isa well-staffed, well-equipped 
comprehensive psychiatric facility attached to a 600-bed general 
hospital in Geelong, Victoria, 80 kms west of Melbourne. The 
services included all recognised facilities including a 24-hour 
crisis-intervention service, home visit by community psychiatric 
nurses, social skills training, industrial therapy, weekly educa- 
tional group meetings for patients’ families, and collaboration 
with the local chapter of the National Schizophrenia Fellowship. 
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We found from face-to-face interviews with caring relatives that 
the following patient-attributes proved more burdensome to the 
families: apathy, social withdrawal, inadequacy in instrumental 
role-functioning, inability to handle money, lack of motivation to 
get involved in treatment programme and lack of social sense. 
68% of the family members interviewed expressed dissatisfaction 
with the services provided in easing their burdens, which did dis- 
appoint us, buta review of the literature revealed that we were not 
the only unappreciated ones! In their survey of voluntary help 
organisations in different parts of the U.S.A. Holden and Lewine 
found a high degree of dissatisfaction among families as regards 
the services provided by mental health professionals. Many felt 
left out of treatment planning and were ignored by professionals. 
Many left felt out, many complained of not being given adequate 
information about the nature of the patient's illness and its man- 
agement. A major source of dissatisfaction was what families 
received, to be a lack of professional support during the period of 
patient’s re-entry into the community. Many complained of re- 
ceiving no help in dealing with concrete day-to-day management 
problems. A mushrooming of various voluntary self-help groups 
that we witness today may be a reflection of the dissatisfaction 
and disenchantment of families with professionals, but it is a 
healthy and welcome trend, in that it brings the problems of 
families into greater focus and provides us valuable feedback. 
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Dr. S.M. Channabasavanna 

Two interesting papers have been presented, covering work 
done in the East and in the West in the field of family and social 
supports system in the care of the mentally ill. Sethi and Chatur- 
vedi have stressed the protective effect of the family especially the 
joint family on the mentai health of the component members. 
Wolinand Jacobs have competently reviewed the current status of 
the role of the family in the management of schizophrenia, and 
have presented their interesting research on the protective infiu- 
ence of family rituals in alcoholism. In my discussion, I propose to 
examine certain of the issues raised in the preceding presenta- 
tions, as well as certain issues that have not addressed to so far. 
Follow in an introductory view of evidence, I will take up certain 
theoretical, conceptual, methodological and therapeutic issues 
relevant to the field. | hope that from the matrix of this global 
_ perspective, specific issues will emerge which could form the 
thrust for future research. In my presentation, I will be using the 
term ‘support in its broadest sense, to cover all social and family 
attitudes and patterns that may influence mental health. 


The Evidence : An Introductory Review 

The importance of family and of social support systems has 
been examined along the entire spectrum of mental health, rang- 
ing from weil being to mental illness. Diener’ and Fehr and 
Perlman’ have reviewed the positive relationship between family 
and social supports, and the individual's subjective wellbeing. 
The importance of family and social factors in mental illness has 
been well brought out in the preceding presentations as wellas, in 
literature, by Greenley,? Warning et al, Intagliata et al Strachan‘ 
amongst many others. In this context, schizophrenia has been an 
extremely well investigated area; theorization initially focused on 
social and family factors in the aetiology of the illness”? on social 
aspectsm™" and family factors? in the maintenance of the 
disorder. 


Depression has also been well investigated from both stress 
and supports perspectives**! as has been substance abuse. 


Sadly, work in most other areas of mental health and morbid- 
ity is still in its infancy. Areas such as postpartum depression ,22™4 
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psychosomatic conditions,® neurosis,*” chronic illnesses,” nor- 
mals,” childhood disturbance,”® sex offenders” have been ad- 
dressed, but much work remains to be done in these as in other 
areas. 


Theoretical and Conceptual Issues 
The mechanisms of action of support 

Social support is conceptualized to promote mental health 
and to protect the individual from mental illness by virtue of a 
putative stress-buffering effect.” In an extensive review Cohen 
and Wills*® identified a direct effect (being a function of the 
person’s interactions ina large social network) as well as a stress- 
buffering effect (being a function of the perceived availability of 
interpersonal resources required to combat stress) of supporting 
the promotion of mental health. Several models of the mechanism 
of action of support have been suggested**”*. 


NORMAL BEHAVIOUR 


POSITIVE SELF-ESTEEM AND SOCIAL STATUS 


ADEQUATE RESOURCES 
POSITIVE POSITIVE 
INDIVIDUALRESOURCES ENVIRONMENTAL RESOURCES 
NEGATIVE NEGATIVE 
INADEQUATE RESOURCES 


NEGATIVE SELF-ESTEEM AND LOW SOCIAL STATUS 
SELF-DEPRECIATION/PAINFUL UNEASINESS/DESIRE FORFALSE RECOGNITION 


NEUROTIC BEHAVIOUR 
Chart 1 : Schematic development of normal and neurotic behaviour?” 
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The simplicity and common sensibility of such models nei- 
ther establish nor disprove their validity; empirical studies” need 
to be conducted in this regard, to establish the mechanism of 
action of support. Viewing a previous presentation, it has been 
suggested that family rituals prospect the individuals and the 
family’s integrity and sense of oneness, and that this effect medi- 
ates the protective action of family rituals on the development of 
alcoholism in vulnerable offspring. I submit that it is questionable 
whether the superficiality of a ritual can have so far reaching an 
effect on family psychology and that even were such an effect to 
obtain, it is difficult to understand how such could have bearing 
on the future development of alcoholism. Obviously, the theoreti- 
cal background of ritual prescription needs strengthening in so far 
as the mechanism of protective action is concerned, before it 
achieves creditable status. Finally, itis conceivable that the mecha- 
nism of action of support in normals may differ from that in 
neurotics which in turn may differ from that in schizophrenics; 
this issue too requires to be addressed. 


The personal/contextual meaning of support 

As I have just pointed out, support may have different 
meanings in different contexts. At the illness level, Beels et al ™ 
comment that each mental illness has its own sensitivity to sup- 
port (eg. Schizophrenics and depressives are highly sensitive; 
obsessives and hypothondriacs are less so) and to specific compo- 
nents there of (eg., schizophrenics are sensitive to the attitudes 
and emotions of their relatives, while depressives are sensitive to 
the availability of intimate confidants); furthermore, the character 
and size of supports may depend on the illness (eg. social supports 
in schizophrenia are characteristically constricted). The available 
supports may be magnified by the illness (as in hysteria, when 
secondary gain is prominent) or diminished by it (as in schizo- 
phrenia, when support systems become alienated by the mani- 
fested symptomatology), or may be magnified or diminished by 
independent factors (eg. migration, breaking up of a joint family 
etc.). Available support may not be acceptable; acceptable sup- 
port may notbe utilized. What matters isif psychiatric services are 
available to citizens, and the stigmatizing effect of utilizing such 
services renders these services unacceptable. What matters is if 
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acceptabie family supports are available, such are not utilized for 
various reasons such as personal pride. Then again, perceived 
support may differ from actual support. It is well known that in 
states such as depression and schizophrenia, state-dependent 
malperceptions of support may exist. For these reasons, support 
needs to be conceptualized as a personalized, contextual con- 
struct rather than as an objective index. Difficult as it may be, such 
would be the necessary definition of support in research, if the 
research is to be meaningful ! 


The critical components of support | 

Of importance is the clarification of the specific components 
of support which mediate positive or negative influences on the 
psyche. Esteem support, informational support, social compan- 
ionship and instrumental support have been identified by Cohen 
and Wills® as effective stress buffers. Flexibility and stability of 
the social network (and subcomponents thereof) have been de- 
scribed by Mornin & Seidman“ to constitute important support 
components in schizophrenia. Crisis support, availability of an 
intimate confidant, esteem support etc., have been identified by 
Brown et al * as important elements of support in depression. 
Education about the nature of the illness, improvement of prob- 
lem-solving techniques, improvement of communication pat- 
terns, lowering of expressed emotions and overinvolvement, 
lowering of expectations, improvement of social network have 
been mooted by Leff# to comprise important ingredients of family 
and social supports systems in the care of schizophrenics; social 
skills training has been similarly proposed by Anderson et al ® and 
Hogarty et al. * 

Identification of such critical components of supports (what 
wouid these be, for example, in the so-called protective joint 
family ?) is vital since they would consequently need to be 
consciously incorporated into therapeutic programmes. A point 
in passing is that the mere presence of a component of support in 
a successful therapeutic programme, or the correlation of the 
absence of a component of support with presence of exacerbation 
of illness does not indicate the critical, protective influence of that 
component of support. This will be further discussed in the next 
section. 
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Finally, an issue which needs to be addressed is whether a 
critical component of support in one condition is also a critical 
component of support in another. Along these lines, expressed 
emotion has been implicated in the relapse of depressives” and 
obesity.” Such findings would have interesting implications in 
the theory and the practice of stress-management in health and in 
disease. 


Cause, effect or epiphenomenon ? 

Family and social supports are claimed to promote mental 
health. However, the evidence for such an assertion is largely 
based on studies which have shown that an association between 
the two exists. That such an association is not necessarily in the 
direction of cause to effect is evident from the circularity hypothe- 
sis of psychopathology, familiar to all family therapists.” 


PREDIPOSES, GENERATES AND/OR 
MAINTAINS 


Family psychopathology and/or Individual 
Societal disturbance psychopathology 


4 > 


PREDISPOSES, GENERATES AND/OR 
MAINTAINS 


Chart 2: Circularity hypothesis of psychopathology* 


Thus, compromised family or social supports may result 
from individual psychopathology instead of being its cause. As 
examples, family therapists are well aware of the negative inter- 
actions and high expressed emotion that the behaviour distur- 
bance of schizophrenics may generate in relatives; likewise, social 
therapists are well aware of the network constriction in schizo- 
phrenia that inevitably follows onset of illness. It therefore the 
social scientist to dissect out the relative contributions of family 
and /or societal disturbances, and individual psychopathology in 
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any given situation of circularity. One way of achieving this aim 
would be to manipulate one of the variables and examining the 
impact on the other. Workers such as Leff et al,!*"° Hogarty et al 
and Doane et al** have understood the implications of circularity 
and have adopted emotion, family effective style, family prob- 
lem-solving style etc.) is manipulated in therapy and the impact 
on schizophrenic offspring is studied in comparison with controls 
where no such therapeutic manipulation is undertaken. Asis well 
known today, reduction in expressed emotions etc. has been 
shown to reduce risk of schizophrenic relapse. The issue has been 
well discussed by Leff.’ 


The above, not withstanding, the possibility remains that 
family therapy in such studies may have manipulated a more 
basic variable in the family, of which expressed emotion may, 
merely be an epiphenomenon. Such a variable then, and not the 
expressed emotion, could be the critical component of support in 
the family therapy of schizophrenia. Therapists need to keep their 
minds open to the existence of such an underlying variable. 


Alternatively, it may be possible that family therapy manipu- 
lates a set of variables; the sum total of this set of variables (or even 
a hitherto unidentified accompanying variable) may be the criti- 
cal factor in treating schizophrenics, and not expressed emotion 
alone ! 


Examining the preceding presentations in this light, is it the 
joint family which protects the individual’s mental health, or are 
individuals who are healthy more likely to remain in joint fami- 
lies. Or is it that joint families are more likely to survive in rural 
backgrounds where stress and hence mental illness is low, while 
nuclear families are more likely to develop in urban backgrounds 
where stress, and hence mental illness, is high ? Thus either the 
incidence of mental illness in the family may be an epiphenom- 
enon of extrinsic factors (and not the result of loss of family 
jointedness) or family jointedness may be the result and not the 
cause of mental health in the family. 


Likewise it can be postulated that family rituals are merely an 
epiphenomenon of some, more basic individual or family charac- 
teristic which exerts a protective influence in alcoholic families, 
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and that rituals can in themselves have no intrinsic therapeutic 
value. A difficult, though necessary, study design to establish the 
value of ritual prescription in family therapy would be to deliber- 
ately inculcate protective rituals in subsumptive families and 
prospectively evaluate the impact in comparison with controls. 
It’s a pity that the sample size and the time required for such a 
study may mean that such a study may never be conducted ! 


Perhaps our easier preliminary model for investigation of the 
protective influence of support on the psyche would be the 
ubiquitous post-mortem depression where Hopkins et al*” have 
suggested 3 possibilities : 


a) depression + stress - decreased perception of support. 
b) depression + stress - increased requirement for support. 
c) decreased support and stress - depression. 


Characteristics of the recipient of support 

It was earlier discussed that support needs to be conceptual- 
ized asa personalized, contextual construct, and that perceived or 
utilized support may not be identical with actual or measured 
support. Besides these, it is necessary to identify the client charac- 
teristics that are most acceptive to the beneficial effect of support. 
Towards this, Glick et al°° point out that psychotics who are better 
adjusted premorbidly fare better with family therapy. Wolberg*! 
and Bloch” identify good prognostic client characteristics in 
therapy. The question posed by Strupp and Bergin® is as valid 
today as when it was originally made: which therapy procedures 
delivered by which therapists are effective for which clients on 
which outcome measures ? 


Cross-cultural comparisons | 
It would be evident even to the uninitiated that family and 
social supports systems differ widely across cultures. Thus, in the 
West the family seems to be on the brink of disintegration, 
community supports are poor while state supports are highly 
organised. In India, in contrast family (where jointedness is still 
largely present) and community supports are strong, while state 
supports are as yet limited. Similarly, value systems and operand 
stresses also differ between the two societies. Itis therefore hardly 
surprising that cultural differences in psychiatric morbidity ob- 
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tain. Consider that family and social support factors have been 
cited to explain the better outcome of schizophrenia in Third 
World countries. Though a moot point, expressed emction is 
generally considered to be low in India.“ The profile of psychi- 
atric morbidity also shows cultural variation. Rituals, which have 
been suggested to bear importance in Western, alcoholic families, 
form an integral part of family life in India, and are hence unlikely 
to contribute significantly to variance of support in different 
psychiatric states. It is hence logical that each society evolves its 
Own questions and answers in the field of family and social 
supports systems in the care of the mentally ill, gaining from the 
experience of research work already conducted elsewhere. In 
India, we seem to have a long way to go. 


Methodological Issues 
These have largely been discussed already; only certain 
pertinent issues will be taken up here. 


Measurement 

Existent measurement devices are broadly classified into 2 
categories; self report questionnaires, which chiefly focus on the 
respondent’s qualitative evaluation of supports, and social net- 
work interviews, which enumerate, classify and evaluate in vari- 
ous quantitative ways the important people in the respondent’s 
life. The Interview Schedule for Social Interaction® is a good 
example of the former, while Anderson’s" social network inven- 
tory exemplifies the latter. 


As already discussed, the personalized contextual nature of | 
support and the components thereof, and the recipient character- 
istics render the measurement of support an art rather than an 
exact science." Further difficulties lie in the absence of adequate 
confirmation of the reliability and validity of measurement de- 
vices; such as important tools because most of the available tools 
have been impressionistically rather than Statistically derived. 
Finally, most tools are lengthy and difficult to administer, and 
require special training in administration and rating. 


Practical solutions and alternatives to these problems need to 
be derived. Thus, for example, the methods of Kreisman et ql 
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with the Patient Rejection Scale or Doane et al” *”, Strachan et 
al.° With the assessment of family attitudes (family effective style) 
and family problem-solving approaches may serve as convenient 
alternatives to the cumbersome Camberwell Family Interview’ 
“for schizophrenia. 


A behavioural approach in measuring support® may provide 
more useful insights than conventional techniques. The Olson et 
al’s Battery of family inventories" could provide the reliability 
and validity that other instruments lack. Finally, the ethnographic 
“immersion” approach described by Beels et al" may provide 
more personalized information than questionnaires or interviews. 


Controls 

A serious deficiency in virtually all studies in the field is that 
no attempt has been made to control for non-support related 
stresses, and sociocultural variables such as lifestyle, which could 
initiate and/or maintain individual and/or family psychopathol- 
ogy. For example, in studies on expressed emotion in schizo- 
phrenic families, it is important to demonstrate that the higher 
relapse rate in one group of patients was not due toa higher level 
of ongoing stress. Similarly, all stresses and supports should be 
measured and compared between groups before ascribing a par- 
ticular epidemiological finding (eg. increased psychiatric mor- 
bidity) to a particular component of support (eg. jointedness of 
family). Such has as yet not been adequately considered. 


In passing, I would like to mention that studies have in 
general also failed to control for diagnostic subtype eg., of depres- 
sion or of schizophrenia, despite evidence that different subtypes 
of such illnesses follow different courses and have different 
prognoses. 


Therapeutic Issues 

Based upon available evidence, effective therapeutic strate- 
gies need to be developed, implemented and evaluated for pri- 
mary (prevention), secondary (early diagnosis and treatment) 
and tertiary (rehabilitation) prevention of mental illness using 
primary (immediate family) secondary (distant relatives, friends, 
neighbours, etc.) and tertiary (eg. charitable organizations, gov- 
ernment agencies and self-help groups) social supports system. 


314 


(a) At the level of the primary social support system, encour- 
agement of family jointedness has been recommended by Sethi 
and Chaturvedi (in the preceding presentation) for primary pre- 
vention of psychiatric morbidity. Such a suggestion is perhaps 
simplistic, firstly, as already discussed, the evidence for the pro- 
tective role of family jointedness in psychiatric morbidity is yet to 
be conclusively proven. (consider that despite the disintegration 
of the family system coupled with the presence of a high pressure 
society, the overall psychiatric morbidity in the West does not 
significantly differ from thatin India); secondly, given the stresses 
and demands of the present day society, it would seem that the 
shift in family structure from jointedness to nuclearity is an 
adaptive one as it reduces exposure to dissatisfaction, the status, 
undue competition, and unhealthy family interactions.” Again, 
as already pointed out, the suggested protective role of family 
rituals in alcoholism remains to be proven. 


A large body of literature exists to justify involvement of the 
family in secondary and tertiary prevention of psychiatric mor- 
bidity. The extensive work of Goldstein et al.5"* Anderson et aly 
Hogarty et al,” etc. in the family management of schizophrenia is 
well known. Potential therapeutic components of such therapy 
programmes have been identified*"® some one further being 
refrined eg. education of the schizophrenic family. (This last 
component - education is of special importance in India as illiter- 
acy, prejudices, myths, influences of traditional faith healers, 
impact of philosophies such as the Karma Theory etc. all militate 
against the effective implementation of therapy programmes). 
Therapist attitudes that are favourable to therapy have also been 
identified.” 


Recidivism inrevolving door schizophrenicshasbeenshown 
to decrease with family therapy.® In psychiatric illness, family 
support has been shown to be important in ensuring follow up* 
and drug compliance.®” Besides in schizophrenia, mobilization 
of family resources has been successfully in effective disorders,® 
substance abuse,” organs states,” sex offenders, "! psychosomatic 
disorders,* etc., the list is legion. Finally, family therapy has also 
_ been shown to reduce family burden.” 
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Itis therefore evident that family supportis salient in numer- 
ous psychiatric states; appropriate “package programmes” need 
to be developed and validated as has already been done in schizo- 
phrenia - at NIMHANS, package programmes are in regular use 
at the family Psychiatric Centre for the management of Hysteria, 
Schizophrenia, Epilepsy and Marital Discord. 


To complete the picture, it must also be stated that family ap- 
proaches may have a harmful effect; the potentially damaging 
components have been described by Terkelsen,”” Grunebaum”® 
and Drake and Sederer” for schizophrenia. 


(b) Mobilization of secondary social supports systems has 
been utilized in tertiary prevention of schizophrenic morbidity in 
the partly network oriented approaches of Anderson et al, Leff 
et al," Hogarty et al** with good results. Network therapy has 
also been shown to be effective in treating revolving door schizo- 
phrenics” therapeutic components (flexibility and stability) and 
subcomponents (enlargement of network, increased multiplex- 
ity, decreased negative attitudes, increased connections between 
individual, generation of spans between clusters of persons in the 
network) therein have also been described. 


Longterm outcome with network therapy has been favour- 
able.” The different possible network interventions and charac- 
teristic types of social support that can be used by mental health 
professionals is well discussed by Pancoast.” Network therapy is 
not formally practised in India, and could bean useful innovation 
here. A moot point, however, is whether the network gospel can 
be successfully preached to vulnerable groups to effect primary 
prevention of psychiatric morbidity. 


(c) Finally, mobilization of tertiary social supports is of major 
value in the management of mental illness either because primary 
and secondary supports are not equipped to manage certain 
problems or because the burdens on these supports is too great” 
need to be kept in mind. Mental health professionals, health 
departments, government agencies, etc., have stellar roles to play 
in formulating mental health policy, in training professionals as 
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well as future trainers of such professionals, in educating the 
public on mental health, and, or course, in actual service. Thus, 
prevention is actually or potentially effected at primary, secon- 
dary and tertiary levels. 


Charitable, religious and other lay organizations need to be 
encouraged as such are often more accessible or more acceptable 
to persons in distress; simultaneously, educational programmes 
need to stress availability of psychiatric services as well as to 
destigmatize the utilization thereof. Self-help groups (eg. alcohol- 
ics anonymous, alanon, therapeutic communities etc.) may have 
no mean supportive role to play. Community participation in 
mental health service organization needs to be mobilized. 


Mental hospital facilities need to be improved, as recent 
adverse publicity in India has shown. The presently woefully 
inadequate mental health manpower needs to be urgently aug- 
mented. Despite the occasional contradiction® an increase in such 
facilities is imperative. Mental health camp in the periphery, 
satellite centres and general hospital psychiatry units can take the 
pressure off mental hospitals. Primary Health care services can 
deliver mental health care at the individual’s doorstep with 
minimal disruption of family life. 


Finally, innovationsin tertiary support need tobe developed. 
eg. home care strategies for chronic mental illness in India®® or 
workshops for the families of the mentally ill. 


Conclusion 

The field of the family and social support systems in the care 
of the mentally ill is still inits infancy. More work needs tobe done 
toconfirm the importance of support in mental health and illness. 
Theoretical and conceptual issues await clarification. Methodo- 
logical issues need to be more systematically addressed. Last, but 
not least, effective therapeutic strategies need to be devised, 
implemented and evaluated. 
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FLOOR DISCUSSION 


Dr. R. Thara 

[have been working with about 100 families of schizophrenic 
patients for the last 5 years. We have not found any association 
between high EE and either relapse rate or outcome of schizophre- 
nia. We have found that many emotions are expressed by parents 
of schizophrenics and it is rather unfair that we choose just 2 or 3, 
group them together and call them high EE orlowEE. The validity 
of the EE concept is questionable. Why not take into account the 
positive emotions expressed by these families, those emotions 
which are welcomed by the patients and which help in their 
general outcomes ? I think the emotions expressed are welcomed 
both by the patient and some of the therapists as well. Excess 
emotion is another factor which is unique to each family. In many 
middle class, South Indian families, communication between 
grown up sons and their fathers is almost nil. Often the commu- 
nication is through the mother. 


Ms. Lenny Prabhu 

Dr. Wolin, in your project on alcoholism and family ritual, 
you said that in the first project, out of 25 families, 8 families did 
not alter their ritual in spite of having an alcoholic member. | 
would like to know the reasons you would cite for these families 
not having changed their rituals. 


Dr. S. Wolin 

The distinctive families appeared to gather together not ina 
way toencourage the drinking but toexclude the alcoholic parent's 
alcoholic behaviour, i.e. they might say to the parents, “Listen, this 
is a special time for us. We are going on our annual vacation and 
if you want to join us you are going to have to limit your drinking 
behaviour during this period.” The non-alcoholic family mem- 
bers would convey this information to the alcoholic who would, 
if he was nota bully be able to modify drinking atleast to the extent 
of protecting that vacation. So, I don’t believe that they were pro- 
tecting the alcoholism. We have lots of examples of keeping the 
dinner time ritual intact in spite of drinking, by having the 
alcoholic parent excluded from the home during that time and the 
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non-alcoholic parent maintaining the dinner time. This is uncom- 
mon in the USA, that is, the most frequent ritual to go is dinner 
time. The ritual that goes last in our culture is Thanksgiving. 


Dr. V.K. Varma 

In response to your interest in expressed emotion, you have 
quoted from Richard Day’s paper, whichincludes some data from 
our center in Chandigarh. At this time we were conducting a 
seven year follow up of the same sample. For this I have been 
making field visits in both rural and urban areas and again the 
same impression is that there is low expressed emotions. We find 
that there seems to be a normal kind of emotional involvement of 
the key person with the patient rather than over involvement ora 
critical comment or rejection. One thought that comes to me is 
that, we are getting excellent responses in the sense that the 
response of all the informants are very optimal. There is no over 
involvement, no critical comment and so on. 


The second comment is related to their rituals. It is an exce!- 
lent thought. I am not sure whether I understood it or not but 
rituals can be of various types. In addition to the rituals which you 
have described, (rituals related to day to day activities, including 
annual vacation and so on) there could be two other types of 
rituals. One group of rituals could be related to the illness itself. If 
there is a sick member in the family and other people are trying to 
do things for him like buying the medicine, taking him to the 
doctor or adapting themselves to fit in the psychopathology, 
various members of the family are doing various types of things 
to adapt to'this sick member. A third group of rituals could be 
related to rituals that traditionally go with major events like birth 
or initiation of various types and in this we can also add rituals 
related to religious festivals and ceremonies because in our coun- 
iry we have a lot of them and the families differ in terms of their 
rootedness in these rituals and religious festivals. I wonder if you 
have comments on that. 


Dr. S. Wolin 

Well, the points are very well taken. I will make a comment 
about the questions about the rituals. It is quite an eye opener for 
me to meet people in India. I very much appreciate the differences 
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between our two cultures. In America right now we are dealing 
with many ritualless families, families who have been fragmented 
by a variety of stresses that produces a ritualless state. They are 
broken by divorce and disintegration of families geographically, 
also they are low in religious beliefs. The notion of ritual as a 
marker of family integrity and cohesiveness emerged as a way of 
looking at how families disintegrate in America.-The rite of 
passage as a ritual is important. Many of our families are unable 
to celebrate rites of passage as rituals. In my opinion, the most 
protective aspects of the Indian joint family is its ability to cele- 
brate rites of passage with many family members. 


Mr. Keith Gomez 
The manner of appraisal of stress is important, but the man- 
ner of appraisal of support is equally important. 


Dr. H. Lefiey 

With respect to psychopathology and other family members, 
| think it is very clear that the probabilities are higher in families 
of schizophrenics, that many members of the family may be © 
showing subclinical disorder, especially if you are thinking of 
schizophrenia as a spectrum. I believe we can only work on the 
premise that there is going to be a larger percentage of psychopa- 
thology in families of schizophrenics than in families with normal 
members. This does not mean that this is normative at all in those 
families. We have to operate on the assumption that in most 
families much of the psychopathology is due to the stressimposed 
by the illness and the mode of adaptation of the family to the 
stress. 


agree that we have not emphasized positive emotions. There 
has been an attempt to do that, to measure warmth, and it is con- 
founded by emotional over-involvement. There is obviously a 
problem with the constructsand with the transcultural applicabil- 
ity. We have the tool to able to develop some assessments of the 
positive effect of communicating factors in family interactions. 


Dr. A, Chittaranjan 
Were family rituals assessed by a questionnaire or by inter- 
view schedules? 
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Dr. S. Wolin 
The question of whether the ritual variable is a marker or the 
causal factor in protecting families, is not answered. 


Dr. Vijay Nagaswamy 

At the Schizophrenia Research Foundation at Madras, we 
have been offering a psycho-education of family management 
package for our clients and their families. This has been largely 
based on the model suggested by Carol Anderson. We have had 
very mixed responses. What we have observed is that the re- 
sponse of the family is largely a product of the literacy level. By 
that I mean, the more illiterate of our client families are not 
concerned with information about the illness. What we find is that 
they benefit considerably from any social support mechanisms 
and social support processes offered to them. Once the initial 
information from the professionals is over, they find much more 
benefit from the group report and what they observe from other 
families, than from the actual information imparted to them. 


We observed, in contrary to the western findings, that the 
schizophrenics did not have smaller social networks than neu- 
rotic controls. We observed that in fact it was the reverse. 


Dr. Nimesh Desai 

Do you have a comment on the determinants of expressed 
emotions ? What determines expressed emotions might give usa 
better idea of what do you do about them. 


Dr. H. Lefley 

I think we are beginning to see that a good deal of it is 
culturally based. It is based on the explanatory models of the 
illness and it is certainly based on the availability of social support 
systems. | am a firm believer that whether the extended family 
structure involves the availability of real social supportisa critical 
factor, because living with a mentally ill person is an incredible 
burden and some of these families are able to sustain the mentally 
ill person within the household. The most important thing is that 
they have some opportunities for being rest and that other people 
are willing to take the patient off their hands sometimes. If there 
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is a day treatment program available, if there is possibility of 
separation from the patient long enough to enable the care taker 
to regain his own interests and do his own things, then there is a 
possibility of sustaining the relationship but sometimes the situ- 
ation reaches crisis proportions. One factor is a premorbid rela- 
tionship between particular family members, very often the father 
and son. I have not observed that particular variable discussed in 
the data. Typically what we are seeing at an observational level is 
that the father is the critical person. Also the EE data is showing 
that criticism isthe major variable, not over-involvement, and that . 
is something which is fairly easy to work with in a psychothera- 
peutic situation, particularly if you havea multiple family group 
in which there are other male role models for a positive father. 


Dr. S. Wolin 

Let me say one thing from my family structuralistic perspec- 
tive. The EE studies have not looked at families before the member 
became schizophrenic. My sense of working with families who 
have a high EE and a schizophrenic member is that the family is 
overwhelmed. They cannot tolerate the illness and they then 
produce high EE behaviours. I would like to think from the family 
structuralistic perspective that families who have their act to- 
gether, and then developing schizophrenia in a member respond 
in a certain calm way. They know what the priorities are in their 
family and so they are able to say both to the schizophrenic child 
and to that overly critical father, “Listen you can’t do this in this 
family. That kind of behaviour doesn’t go here because we have 
other tasks to accomplish and therefore we are going to suppress 
itin some way or other”. That can become a therapeutic action in 
itself. 


Dr. Somnath Chatterji 

Ireally wonder whether EE can be assessed in Indiaascl early 
as in the West. Secondly we have another major problem and that 
is, whom do we define as a key relative. In India, the person who 
spends most of the time with his schizophrenic family member is 
quite different from the person who is involved in the major 
decision making of the family. 
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Dr. H. Lefley 

I think some very interesting points have been raised here 
and I would like to address the issue of EE in perspective environ- 
mental stresses that have an impact on the patient. I think EE has 
to be looked at in the light of several converging lines of research 
that indicate that we have to address the issue of psychological 
arousal in persons with core deficit schizophrenia from wherever 
the excess stimulation comes. I am reminded of two very impor- 
tant research findings in studies by a colleague of mine, Dr. 
Margaret Lin, who is the Director of Social Sciences at the VA 
Hospital in Miami. She is the senior investigator of collaborative 
VA studies around the USA. One of them had to do with the 
placement of schizophrenics in foster homes. The investigators 
discovered that when you have foster home managers who are 
very eager to be a strong support system to the residents of their 
homes, by taking them out on field trips and doing a great ma ny 
activities with them and urging them to be active instead of sitting 
around and vegetating alli day this was very good for the non- 
schizophrenics and it was very bad for the schizophrenics. They 
responded differentially according to diagnosis. In another study 
they compared day treatment in the VA hospital to no day 
treatment. They found that day treatment was better than no day 
treatment but they also found out thai there wasa difference in the 
programs. One type of program had a large number of MSW 
social workers who were doing intensive therapy with the pa- 
tients. The other had a lot of paraprofessionals who were doing 
mostly social recreational activity with the patients. In the latter 
situation the patients did significantly better than in the former 
situation, which can again be attributed to too much stimulation 
with respect to the patient. So, the source of high EE can come not 
only from family, but fromclinician, from boarding home manag- 
ers, from foster care parents or whatever. There is a range of 
individuals, at least in the United States of America, who have to 
be trained in these techniques outside the family situation. I 
recognise that in India the family is the primary care giving system 
for the patients and the emphasis has to be on the families. 


Dr. A.K. Singh 
The discussions have mainly expressed their reservations on 
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the assertion of Sethi and Chaturvedi’s paper that there is no em- 
pirical evidence that the joint family in India is emotionally sup- 
portive. In fact, as Dr. Bhaskaran mentioned, the joint family may 
be animpediment, an obstacle in personality development. There 
are different degrees of joint families. Joint families have been 
supportive and helpful in business ventures but there is no 
evidence that they are supportive in terms of emotional support. 
Now all joint families in India break down and most of them, 
when they do, break down witha great deal of bitterness. Anyone 
who has visited an Indian village will see the kind of disturbances 
and distortions that family partitions bring. No one has ever 
discussed what is the role of the Karmic factor in uniting or 
disrupting the joint family. Therefore my first comment is my 
endorsement of the view of the two discussants that one must be 
reticent in glorifying the traditional joint family in India in regard 
to emotional support. The presumption, whether in the USA or 
India, that joint families or communities at large have the capacity 
to give emotional support is not a valid assumption. Several 
studies in India, including one I did with Dr. Prabhu, came to the 
conclusion that there is very widespread ignorance, misconcep- 
tion, superstition about mental illness and about alcoholism in the 
general population. If family members do not have a scientific 
understanding of mental illness or a humanitarian understanding 
of mental illness, they are not able to give the emotional support 
that is supposed to be provided. | 


In some communities in India, alcohol use has a religious and 
social sanction, such as in the tribals of Bihar or the tribals of 
Assam. No festival, no religious ceremony, no wedding can be 
held without drinking. The child who is carried by the mother to 
work is given a drink right from the beginning. Therefore the 
approach that the family can be an agent for intervention and 
change has to be looked at again. 
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Alternative Patterns of Care for the 
Mentally Ill 


P. S. Gopinath 


1. Introduction 

In the care systems available for the mentally ill, the institu- 
tional care has certain ill or debilitating effects is known for along 
time. Focus on these ill effects became sharper ever since Goffman’ 
highlighted this in his book "Asylum" and Barton’ came up with 
‘Institutional Neurosis’ created by long incarceration of individu- 
als in an Institution. The vicious cycle of admission to a mental 
hospital, the stigma arising out of such admission and the subse- 
quent attitudinal change, produced by such admission, in the 
community members towards the individual admitted, leading to 
his/her rehospitalisation, needs no emphasis. To quote from 
Mendel and Rapport’ “Hospitalisation is a major decision which 
forever after changes the attitude of both the patient and those 
who care for him”. 


Ever since, a search is on to find an alternative to this hospi- 
talisation. The first studies emphasised onimproving the environ- 
ment of the hospital, hoping thereby to curb the ill effects of hos- 
pitalisation. With the improvement in hospitals, adjustment of 
patients only resulted in earlier release rate but not the post 
hospital adjustment. The individuals sooner or later carne back to 
the hospital. The shorter hospital stay was another solution but 
the readmission rate remained more or less the same. 


The next logical step was no hospitalisation at all and to care 
for the mentally ill in other than hospital settings, particularly the 
mental hospital settings. It was quite well documented that the 
mentally ill had social and vocational inadequacies besides clini- 
cal disability; which required training in living in the community, 
and it was found that hospitals were not suitable for a therapeutic 
setting which included therapies for social and vocational dis- 
abilities, besides clinical disabilities. 


The available care pattern is insufficient and there is a need 
for alternative patterns of care reaching the maximum number of 
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mentally ill within the minimum resources available. Even the 
available alternative patterns of care are far from sufficient and to 
a vast majority of rural based population they are inaccessible. 
The need is for evolving a model of alternative pattern of care best 
suited to our needs which provides care and treatment to all the 
mentally ill, acute or chronic. 


2. Historical Note on the Mental Hospitals in India 

In India, till almost the time of independence, i.e., forty 
years ago, the mental hospitals were the only place for treatment 
and stay of mentally ill. Even as early as 15th century during the 
rule of Mohammed Khiljy (1436-1489), there existed a mental 
hospital in Dhar near Mandu in Madhya Pradesh. The Asylums 
were built more to protect the community from mentally ill and 
were situated away from cities with high enclosures‘. Further 
developments occurred during the 18th century with the advent 
of mental hospitals at Calcutta during the rule of Lord Cornwallis, 
at Monghyr in Bihar (1795), Madras (1774) and in Bombay (1745). 
Information is also available of many more mental hospitals being 
started during 19th century in the then undivided India. These 
were at Colaba (1906), Patna (1821), Dacca (1855) and by 1874 
there were six mental hospitals in the eastern part of India at 
Bhawanipore, Berhampur, Cuttack, Dacca, Dulandaand Patna. In 
south India, mental hospitals were opened in 1871 at Waltair and 
Tiruchinapalli and a new mental hospital was started at Madras 
for Europeans and Indians in the same year. In Western India, by 
1865, there were six mental hospitals at Ahmedabad, Colaba, 
Dharwar, Hyderbad (Sind), Poona and Ratnagiri. New mental 
hospitals came up at Tezpur (Assam) in 1876 after Assam was 
Separated from Bengal and the central part of India at Jabalpur 
and Elichpur (1866). In Northern India mental hospitals were 
located in Banaras ( 1834), Agra (1858), Barielly (1862) and Lahore 
(1840). 


The first major revolution in the care of mentally ill came with 
the enactment of Indian Lunacy Actin 1912. Several older mental 
hospitals disappeared with the passage of time giving place to 
newer/renovated set ups. The environment of the hospital im- 
proved considerably in this century, notably the hospitals at 
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Ranchi, Bangalore and Madras. Atthe time of independence there 
were 17 mental hospitals with facilities to treat about 10,000 pa- 
tients. Currently the mental hospitals have facilities to handle 
about 21,000 patients. At least 50% of this facility is occupied by 
long stay patients. 


3. The Need for Alternative Pattern of Care 

Several studies have highlighted the needs of long stay 
mentally ill in the mental hospital and the necessity for finding an 
alternate pattern of care. The attitudes of family members were 
unkind towards the individual. The financial burden involved in 
looking after the mentally ill member of the family, the fear of 
disruption of the environment of the family, the stigma, the 
difficulty of getting the mentally ill member of the family readmit- 
ted to the hospital in case of need, prevented the family from 
taking the individual back home. 


In the group of 140 long stay patients studied by Sundarara- 
jan and Sathyavathi? 12 (9%) were completely fit for discharge and 
41 (41%) could be manageable at home as they could attend to 
their personal hygiene and also could actively participate in the 
day to day activities with minimal and no supervision. 30 of these 
41 were not getting any treatment. About 64 (46%) of this group 
had expressed positively their willingness to go back to their 
families. Half of these were fit for discharge. The majority of these 
patients were suffering from schizophrenia. The authors offer 
suggestions like : provision outside the hospital for these chronic 
patients, attempts to change the attitude of family and commu- 
nity, the need for sheltered workshops or work settlement units 
for these individuals to earn their livelihood and the need for a 
well organised chronic patients unit with socially oriented treat- 
ment like occupation, recreation and group therapy for such indi- 
viduals who have no way out into the community. 


In another study by Prabha et al * at the Hospital for Mental 
Diseases, Ranchi, it was found that 72% of the long stay patients 
needed only partial care and only 7% needed complete hospital 
care, of the total of 267 long stay patients. Nearly 75% of this group 
had the diagnosis of schizophrenia. Even as recent as 1982, 
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Somasundaram’ from Madras Mental Hospital found that there 
were still 70% long stay patients of which 61% were schizophren- 
ics. Bhaskaran in late 60's in several studies focussed about this 
group of ‘unwanted patients’ and the need for different care 
systems for this group*. The psychosocial problems of this group 
were studied by Gupta et al ° where they found that 54% of such 
patients required social learning and rehabilitative programmes, 
majority of them being schizophrenics. Subramanyan and Vergh- 
ese” found 76 out of 118 patients needed help for social adjust- 
ment. 


These studies emphasise the problem of long stay patients in 
mental hospitals and chronic schizophrenics in the community 
and the need for a care system which includes social aspects of the 
individual. 


4. Alternative Patterns of Care 


4.1 General hospital psychiatry units 

When the alternative patterns of care available in this cou ntry 
is closely examined, the general hospital psychiatry unit emerges 
as the most frequently used alternative pattern of care. Though it 
cannot be described as the alternative pattern of care in the strict 
sense of the term. In this country it is largely used as such, an 
alternative to mental hospital, at once removing several ill effects 
_ Of mental hospitalisation. 


- Tillalmost 1947, not only the mentally ill but psychiatry itself 
was locked up in the mental hospitals". There were no facilities 
provided for in the General hospitals for mentally ill and neurotics 
were looked after by physicians and surgeons, treated on somatic 
lines. The first experiments of treating the mentally ill, outside the 
mental hospitals, were in Bombay and Calcutta, mainly catalised 
by the psychoanalytical movement in the early part of this cen- 
tury. The first such general hospital psychiatric unit was started in 
R.G. Kar Medical College, Calcutta by Dr. GS. Bose, a trained 
psychoanalyst, in the year 1933. The second such unit was also 
started by a trained psychoanalyst, Dr. K.K. Masaniz, J.J. Hospital, 
Bombay in 1938. At another hospital in Bombay, K.E.M. Hospital, 
Dr. Wahia started a Unit in early 40's. 
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After these three units started functioning, one would have 
thought that there would be more such units coming up in 
different parts of the country at regular intervals, drawing psy- 
chiatry out of the high walls of a mental hospital. As it happens 
usually, the initial enthusiasm was followed by a long lull, till 
almost 1958, when the next such general hospital unit was started 
by Dr. N.N. Wig at King George Medical College at Lucknow. 
Around thesame time Dr. J.S. Neki started another unit at Medical 
College Hospital at Amritsar. 


During the 60's, there was a major expansion of such General 
Hospital psychiatry units, which still continues and by 1970 more 
than 90 such units were existing. Most of them were situated at 
hospitals attached to medical colleges and very few units existed 
in non-teaching hospitals. 


In the West, the general hospital psychiatry units have dealt 
mostly with neurosis and psychosomatic problems. In this coun- 
try, probably due to paucity of service facilities, inaccessibility of 
a mental hospital to large groups these units had to cater to all 
groups of mentally ill. This was probably not out of choice but out 
of necessity, which was a blessing in disguise. They immediately 
took on the role of an alternative treatment centre to mental 
hospitals. In course of time most of the acutely iil, whether 
psychoses or neurosis, organic or functional, sought treatment in 
a general hospital unit. This could be easily handled by the general 
hospital with few available beds because of rapid strides in psy- 
chopharmacology, which facilitated quick remissions and rapid 
turnover. The chronic mentally ill could not be handled by the 
General Hospital in the same way, because they needed an 
altogether different treatment philosophy. They wereall left to the 
care of mental hospitals or no care at all, in a situation where they 
too required a good deal of attention and a great need for care. 


The General Hospital psychiatry units had numerous advan- 
tages to offer over traditional mental hospitals, being situated 
right in the midst of the community. They were accessible, easily 
approachable, with no stigma or legal restrictions and families 
could stay or frequently visit the patients. Patients started reach- 
ing hospitals much earlier in the stage of the disease". Wig 
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emphasises the need for innovative programmes for chronic 
psychotics and not be content with referring them to the nearest 
mental hospital". 


Sharma and Hussain” compared the patient population of 
General Hospital and Mental Hospital and found that stay of 
general hospital patient was shorter compared to mental hospital 
patients. They compared patients belonging to the same gzeo- 
graphical area, socio-economic background with similar diagnos- 
ticand therapeutic approach. They stress the fact that the function 
of a hospital is rapid restoration of patients back to the commu- 
nity. Bhargava et al ® found similar results. Duration of stay was 
shorter in general hospital unit. Relatives were allowed to stay 
with patients. The early discharge restored patients to their occu- 
pation earlier, reducing the loss of economic factors and man- 
hours. Patients were drawn from similar geographical area and 
socioeconomic background and treated by the same staff. Both the 
Studies had majority of patients suffering from schizophrenia in 
_ both settings. 


Malhotra and Wig" conducted a survey among psychiatrists 
with vignettes and opinion sheets about where they treat their 
patients, and found that most of them felt they could treat chronic 
schizophrenia, alcoholism, psychopathy and personality disor- 
ders in a general hospital unit apart from neurosis, sexual impo- 
tency and behaviour disorders. 


The above studies clearly show that patients, always treated 
in a mental hospital, could be treated ina general hospital setting 
ina shorter duration. This would restore them back to the commu- 
nity and to their occupation, thereby avoiding ill-effects of a 
longer admission in a mental hospital. Also relatives could visit 
more often and could even stay with the patient. The stigma was 
Overcome and cumbersome admission procedures could be done 
away with. 


Itis clearly evident that the general hospital psychiatry units 
have taken over the functions of a mental hospital in treating all 
varieties of psychiatric problems, particularly psychoses. The 
early admission and prompt treatment, without isolation fromthe 
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family, reduces the chronicity and ill effects of long stay in a 
mental hospital. This reduces or avoids several social and voca- 
tional disabilities. This is how the general hospital unit has func- 
tioned as an alternative to mental hospital. 


4.2. Participation of the family in the treatment at hospital 

An unique experiment occured in 1950's in this country, of in- 
corporating the families in the treatment setting of the hospital. 
This facilitated the therapy and subsequent chore of the 
patient from the hospital earlier. 


Dr. Vidyasagar, the then Superintendent of Amritsar Mental 
Hospital, started taking the family into the hospital campus, 
mainly due to want of an alternative place of stay. From a single 
canvas canopy they moved on to live in separate tents with the 
patients waiting for admission. The treatment was started while 
the patient was living in tents with the family. This ensured 
guarantee against escape and early discharge, which was not 
necessary in an over crowded mental hospital. Wild rumours 
about “inhuman” treatment in the mental hospitals quickly died 
down after this. This was the first experiment in directly incorpo- 
rating the community to the hospital set up, with a view to 
overcome the ill effects of hospitalisation and it acted as an 
alternative source. ; 


The Mental Health Centre at Christian Medical College 
Hospital at Vellore, started in 1960's, took families along with 
patients for treatment. The mental hospital, Bangalore, which had 
already open wards, where one relative could stay with the 
patient, started the family ward on an experimental basis with a 
big ward converted into cubicles with cloth partitions, where 
patients of all syndromes underwent therapy with the family 
members starying with them: This ensured early discharge com- 
pared to closed wards. Even drug compliance after discharge was 
better and in group sessions relatives were told about how to deal 
with the patient back home so that the post-hospital adjustment 
was better. The environment of the family was preserved. Com- 
pared to other wards, like open wards, readmission rates were 
_ less. Stigma was much less and rehabilitation was less problem- 
atic. More number of patients were treated during the same 
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duration in the Family Ward than in other wards. When the 
relatives went back they spread the message of the nature of 
therapy, thereby removing misconceptions about the hospital. 
The ward itself became an extended family with each family 
sharing their problems and finding solutions. The therapist could 
observe pathological interpersonal relationships. The excited, 
suicidal patient needing more of nursing care were excluded. The 
withdrawn psychotics were taken, the families were trained to 
motivate the patient and make him more active". 


After the initial experimental state, when the efficacy of 
bringing the family into the hospital proved a success, a separate 
block having 20 units was built in 1977. The family psychiatric 
centre has evolved several programmes during the course of its 
existence, the more important of them being a family package 
programme forschizophrenia. A questionnaire todetermine which 
of the relatives of the patient stay would foster better outcome in 
therapy was also evolved”. These experiments show that by 
bringing the family into the hospital several ill effects of hospitali- 
sation could be minimised. Duration of stay became shorter, 
relapse and readmission rates became less, families coping mecha- 
nisms gotstrengthened, stigma was reduced, post hospital adjust- 
ment was better and rehabilitation was less problematic. 


This form of treatment could well be an alternative model to 
mental hospital admission and treatment. Though largely used 
forneurotic cases and the marital problems, the model has worked 
well in psychotics also who otherwise would have to stay in the 
closed ward of a mental hospital separated from family and 
society. 


4.3. Home Care Programme 

Another very innovative programme, which probably is 
more suited to this country with fast expanding primary health 
care net work, is the home care programme or domiciliary treat- 
ment of mentally ill. This is all the more necessary because of 


poverty and inability to seek medical aid in far away towns and 
cities. 


The first such experiment was reported from Chandigarh® 
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where it was found that a significant number of schizophrenics 
remain chronically ill and family members of schizophrenics 
experience significant problems in caring. Some of these problems 
were : distance of the hospital from home, social stigma, difficulty 
in drug compliance and the inability of the family in understand- 
ing the illness. A nurse was trained in making assessment of the 
patient, interview the relatives, counsel them regarding the illness 
and caring for the ill member of the family and dispensing the 
drugs. Home visits were made upto 4 times a week, social agen- 
cies were contacted for additional help. 


At NIMHANS, a similar experiment was undertaken in 
home care for schizophrenia’. The traditional hospital model of 
admission and subsequent outpatient care was compared with 
delivery of care to the patients within their home, througha nurse, 
trained tocarry out followup tasks, in addition to offering nursing 
and medical care. The patients selected were all newly diagnosed 
schizophrenics, diagnosed according toICD-9. Duration of illness 
varied from 4 days to 1 year. All the patients were residing in the 
city of Bangalore with their parents or spouses. They were as- 
signed to one of the treatment groups alternatively and followed 
up for a period of 6 months. Assessment was done on clinical 
pathology with BPRS, social dysfunction with Katz Inventory R2 
& R3 and burden on the family witha scale evolved by the authors. 
Comparison of the two groups revealed considerable advantage 
of home care delivery. Social functioning was better maintained 
and there was reduction in the burden experienced by the family. 
Clinical outcome was similar except for a trend of continuous 
improvement in home care group as against a slight stagnation 
between 2-4 months in hospital group. Cost involved was far less 
in home care group, whereas there was consistent relationship 
with the therapist in home care group, there was no such consis- 
tance in hospital group. The nurse who carried out this pro- 
gramme was trained in the following tasks : assessment of clinical 
condition through BPRS, follow up enquiry regarding drug in- 
take and side effects, counselling regarding nature of illness and 
patients rehabilitation and writing follow up report ona itemized 
sheet. The training was carried out for a period of 4 months. 
Counselling by the nurses emphasised on the nature of illness, 
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drug schedule, importance of regularity and educating family 
members to identify important signs of relapse. the itemized 
follow up sheet contained items on family education, emotional 
supportand rehabilitation guidance. The nurses own experiential 
account highlighted family members expectation about illness 
and its outcome. They felt at ease talking to the nurse in their own 
home compared to the outpatient department of the hospital. The 
environment of patients was known more closely leading to 
appropriate advice regarding rehabilitation. the nurse also gave 
advice on the use of positive and negative rewards to bring about 
changes in the behaviour, protecting a suicidal patient from 
danger and how toreason witha patient who refuses medication. 
The neighbours help was secured on various tasks. 


This experiment showed that home care service does offer a 
viable alternative, particularly for chronically ill patients. Re- 
peated hospitalisation is prevented and better chance of long term 
community adjustment is offered. This form of community based 
care may be both cost-effective and therapeutically beneficial. 


4.4. Foster Care 

As far as foster care services are concerned, it is almost non- 
existent on a regular basis. There are stray and individual efforts 
on selected patients towards this pattern of care but outcome of 
such care cannot be generalised, as there are no comparative 
studies to show its efficacy or otherwise. It is notable that as for 
back as 1862 at the Dacca asylum of undivided India, the Gheel 
system of Boarding was tried out for mentally ill, to allow them 
to live with families where medical officers would check periodi- 
cally. There is an account of six mentally ill living with two 
families and another three living with another family. The fami- 
lies looking after these mentally ill were subsidised at Rs. 5/2. 
Except for this lone account of foster care, there is no other 
recorded account of such care. 


4.5. Partial Hospitalisation 
4.5.1. Partial hospitalisation has been a very important and 
innovative alternative to hospitalisation. It at once 
achieves all therapeutic goals without all the inherent 
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4.5.2. 


4.5.3. 


4.5.4. 


disadvantages of hospitalisation. It is ideally suited to 
most of the psychiatic syndromes particularly chronic 
psychoses, chronic neuroses, personality disorders, 
drug and alcohol dependence and mental retardation. 
This facility has not been fully utilised even in those 
countries where it is available for a long time. In this 
country where mental health care is being extended to 
all parts of the country only of late and the main 
therapy centres being still either mental or general 
hospitals, the use of partial hospitalisation as an alter- 
native, at least in urban areas, has not been fully 
explored. 


The earliest description of a Day hospital is from 
Madras, where in the mental hospital a day and anight 
hospital was started in 1962%. The patients would 
either come to the hospital during day time for various 
therapeutic procedures and go back to their own homes 
in the night or during the day they go for work and 
return to hospital at night. 


Sanjivini®, New Delhi, a voluntary organisation help- 
ing the mentally ill is running a day centre for more 
than a decade, for certain severe cases. People who 
have had a major breakdown, after thorough consulta- 
tion with allied professionals, are accepted to the day 
centre. The idea is to shelter them from what they find 
isa very hostile, alien and strange environment, to help 
them lead balanced lives. To further this a multitude of 
occupational and recreational outlets are provided at 
the centre. The creative talent is brought out by use of 
pottery, carpentary and cooking. Drama is another 
important activity of the centre where acting, mime 
and facial body expressions invite individuals to ac- 
tively participate. the atmosphere at this centre is 
informal and friendly. Counselling and guidance are 
also given to clients attending the day centre. 


The Schizophrenia Research Foundation (SCARF) 
Madras, * *” has started a full fledged community 
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based day care centre, called "Bavishya", in December 
1985. The basic philosophy is of a transitional facility 
for people with residual deficits in behaviour or to 
those finding employment difficult tosecure. The centre 
is mainly on aftercare facility rather than primary 
treatment centre and hence acute cases are not taken. 
The programmes are two fold, vocational and psycho- 
social. The vocational training centre has several units, 
which undertake subcontract work. The psychosocial 
after care unit primarily provides social outlet and 
back up support system for its clients by using social 
skills training, recreational facilities and group ther- 
apy. About 36 clients attend this day centre. 


There are reports and descriptions of such day care 
centre from other parts of the country, most of them 
run by voluntary organisations catering to mostly 
chronic mentally ill population, mainly as an after care 
service. The Association of the Friends of mentally ill, 
Bombay, B.M. Institute of Mental Health, Ahmedabad, 
Anthara Psychiatric Centre, Calcutta, Krupamayee In- 
stitute of Mental Health, Miraj and Anugraha Day 
Centre in Madras are some of them. 


At NIMHANS the department of psychiatry (and now 
the department of physical medicine and rehabilita- 
tion service) is running a Day care centre for almost 
two decades, catering toa mixed patient population of 
nearly 150 on an average****. The clientele consists of 
mainly chronic schizophenics, adult mentally retarded 
and a small group of other psychoses, neuroses and 
personality and drug abuse problems. Clients come 
from their homes and go back in the evening and 
during the day are imparted several therapeutic 
modalities which can encourage on developing social 
Skills, modifying maladaptive behaviour, developing 
work habit, unfolding hidden creative skills and pre- 
vocational training programmes. The average Stay is 
anywhere from 6 months to 3 years and due to several 
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reasons acute mentally ill are not referred here but are 
treated and sent out from the wards. Those attending 
the Day care centre are assessed periodically on work 
performance scale of Griffth Disability Assessment 
Schedule, scale for Assessment of Negative Symp- 
toms, Kraicka's scale of chronic schizophrenia and 
Wing's Ward behaviour scale. Clients are given cash 
incentives monthly based on the score they obtain on 
work performance scale. When they reach the maxi- 
mum score, they are put on sheltered employment on 
piece work basis. Job placement in the community is 
being regularly done and clients are followed up in 
their work place. Regular group meetings and recrea- 
tional therapy is undertaken to foster resocialisation. 
The centre has the services of psychiatrists, clinical 
psychologists, psychiatric social workers, psychiatric 
nurses, occupational therapists and vocational instruc- 
tors. 


Recently the facility was extended into the community 
by organising small community day care centres in 
various parts of the city with the help of other volun- 
tary agencies or volunteers. There are four suchcentres 
now, each catering to 10-20 clients supervised by staff 
of NIMHANS periodically. In each centre mentally ill 
and mentally retarded individuals are taken for vari- 
ous therapeutic regimes, mainly vocational and to 
some extent psychosocial aspects. Assessments are 
done as in the day care centre at NIMHANS. 


4.6. Half-way Homes/Hostels in the Community 


4.6.1. 


Mentally ill have been cared for in other than mental 
hospitals; in homes meant for beggars, destitutes, old 
age and other such needy population, notin a planned 
manner but sporadically in this country. Quite a number 
of inmates of these homes are suffering from various 
forms of mental illnesses either from the beginning of 
their admission or even before. Descriptions of such 
populationare available from Kasturi Bai Seva Ashram, 
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Maroli (Maharashtra), Beggar's Home Vocational 
Training Centre at Ahmedabad, at After Care Home 
for Females, Patiala®, Beggar's home and old age homes 
in Bangalore*. Here the care is mainly custodial and 
not therapeutic. Homes specially organised for men- 
tally ill have been few in this country. Most of the work 
in this area is again by voluntary agencies, caring for 
chronic mentally ill as an after-care service mainly 
with the stay either limited or indefinite. 


There are several such homes situated in Madras like 
YWCA Half Way Home for women mentally ill, Beati- 
tude Rehabilitation Centre, Dr. Dhairyam's Psycho- 
therapy and Rehabilitation Centre and Dr. Boaz's Re- 
habilitation Centre. The latter one being primarily 
meant for mentally retarded, also cares for mentally ill. 


A very notable attempt has been made at the Medico 
Pastoral Association, Bangalore®, a voluntary organ- 
isation started in 1964 which initially organised vari- 
ous mental care activities and counselling services. 
While developing counselling workshops, this organi- 
sation found and recognised the plight of chronic 
mentally disabled persons. In response to the needs of 
this group of persons, the Association started a Half- 
way Home in 1978. During the 9 years of its function- 
ing , this home has given care to more than 150 chronic 
mentally ill individuals. The residents consist largely 
of chronic schizophrenia, manic depressive psychosis, 
toa lesser extent with personality disorders and prob- 
lems associated with alcohol and drugs. The period of 
Stay is fora maximum of 9 months. Within the period 
of stay, the resident is equipped to live in the commu- 
nity. During their stay, they are involved in varieties of 
activities, vocational and recreational, aimed at im- 
proving their psychosocial state. Regular discussions 
are held with key family members. This organisationis 
also considering the setting up of an hostel for recov- 
ered mentally ill individuals for longer stay. 
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Richmond Fellowship”, an International Organisation 
mainly based in England and running Half Way Houses 
in Australia, Austria, Hong Kong, New Zealand and 
United States has recently started a half way Home for 
young adult males at Bangalore called "Vikas". The 
house provides residential care for those who are 
recovering from emotional disturbance or who need 
help in regaining personal adjustment to life. It can ac- 
commodate upto 12 adult males between 18 and 45 
years of age. They are accepted on the basis of their 
motivation. It is run on the principles of therapeutic 
community and is staffed by a Warden, psychiatric 
social worker, care taker and a part time cook. Daily 
programme consists of various therapeutic activities 
and group living proposes to foster better community 
living later. The length of stay is limited to six to eight 
months. 


At Madurai in Tamilnadu”, a voluntary organisation 
rana Half Way Home called "Sowkya" for 4 years with 
12 residents having on its staff a psychiatric social 
worker and a house parent. 


At NIMHANS, the department of psychiatry is run- 
ning three rehabilitation Homes inside the hospital 
campus, on the lines of Quarter Way Homes/Ward- 
Hostels, for more than a decade. Residents of these 
homes are drawn from various wards, majority of 
them being chronic schizophrenics, who are in a con- 
dition to live a semi sheltered life, with greater inde- 
pendence and less restrictions with an aim to prepare 
them for a life outside the hospital eventually. Most of 
them lacked adequate social support and an attempt 
was made to provide alternate support through volun- 
teers. 


The centre also is running two Half-way homes/hos- 
tels one for male chronic mentally ill and another for 
female chronic mentally ill,inthe community, in rented 
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dwelling places. Individuals capable of maintaining 
themselves independently to some extent are placed 
here initially for a fixed period of upto one year, which 
in some instances can be extended. Families visit them 
periodically, group meetings are held with residents 
and they come to the rehabilitation centre for various 
therapeutic programme initially. Subsequently, they 
go back to the family. 


4.6.7. The concept of Half-way Homes/Community hostels 
and boarding homes is still ata very infant stage here 
and most of it is used for after care or transitional 
facility being predominantly catering to chronic men- 
tally ill. 


- Role of voluntary organisations in the care of the mentally 


ill 

The department of physical medicine and rehabilitation serv- 
ices had the experience of organising camps for its patients in 
Rehabilitation Homes, with the help of outside agencies. The 
group of patients, 6-8 at a time, stayed fora period upto a 
month with almost no hospital supervision during the pe- 
riod. This was Organised with two aims in view, to test 
whether this group can live an irtdependent life outside the 
hospital, to which they had become dependent over a period 
of time and to facilitate their discharge into the community 
subsequently. 


The department is also placing individual chronic mentally 
ill patients, who had undergone treatment at this hospital 
and having only residual defects, in various voluntary organ- 
isations whoare running homes for shelterless but otherwise 
normals, witha view to bring theminto the mainstream of the 


society. This also possibly creates an alternate social network 


system. So far the department has the experience of 15 such 
placementsas analternative to continued Stay in the hospital. 


A group of women volunteers called 'Friends of NIMHANS’ 
are actively involved in the care of the chronics, by adopting 
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individual patients and visiting them frequently, helping 
them in socialising and finally to a possible placement in the 
community. This group is running a day care centre in the 
northern part of the city of Bangalore catering to about 20 
mentally ill and mentally retarded individuals. 


5.4. Some of the parents of chronic schizophrenics have formed a 
registered association called Association for Sheltering Men- 
tally Ill. This Association proposes to offer after care facility 
in the community for extended stay of chronic mentally ill, in 
small groups. 


6. A Plan for alternate care for chronic mentally ill 

The acute mentally ill are now being cared for in general 
hospital. psychiatric units as out patients or in-patients for short 
periods, more in the nature of crisis intervention. The chronic 
mentally ill need longer care if not continuous care. The general 
hospital units are not equipped to care for such population over 
an extended period of time. There is a need for creating a network 
of care giving centres in community for such chronically ill 
population. Otherwise, these individuals would ultimately find 
their way back to mental hospitals, thus negating the whole 
therapeutic process. This is possible in urban and metropolitan 
areas by organising day care centres which cater to this popula- 
tion on an extended basis improving their socialization, living 
skills, modifying their behaviour, facilitating their living in the 
community and finally towards vocational rehabilitation. 


In the rural area this model does not work because the 
villages are spread out far and wide, so also the patients. Here the 
need is for short placement in centres with living facilities where 
the mentally ill are imparted living skills and sent back to the 
community to be followed by multipurpose health workers and 
public health nurses periodically. The need is also for establishing 
hostels and after care homes in the community for such individu- 
als who do not have a family to go back to or where the families 
do not accept the individual back. 
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7. Conclusion 

In conclusion, while surveying the pattern of alternate care 
for mentally ill in this country, one finds that the major source of 
alternate care has been the general hospital psychiatric units. The 
other available attempts have been few, like bringing the family 
into the hospitals, caring for the mentally ill in their homes, and 
organising half-way homes and day care centres in the commu- 
nity. One wonders whether with large numbers of mentally ill, 
with very inadequate manpower and material resources, itis ever 
possible to organise a system of alternate care on an extended 
basis, covering the whole country. With a chain of day care 
centres, sheltered workshops, hostels, half-way homes and home 
care programmes, it should be possible for the chronic mentally ill 
to lead as independent a life as possible with very little supervi- 
sion and thereby find an alternative way against continued living 
in mental hospitals. 
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Effectiveness of Mental Health Services: 
A Review of Controlled Studies * 


Wm. A. Hargreaves, & Martha Shumway 


Research on effectiveness of services for schizophrenics 
and other severely mentally ill has examined inpatient 
milieu, length of hospitalization, alternatives to hospital 
admission, and aftercare following acute episodes. This 
review considers 45 controlled studies in Australia, 
Canada, England, and the United States. The research 
consistently shows that efforts to shorten inpatient stay 
or avoid hospitalization can be successful through well- 
organized community services of several types, without 
impairing patient clinical state or increasing family 
burden. Community interventions have been found to 
be cost effective under at least some circumstances, but 
negative findings also appear. The application of these 
findings to the community settings and health care sys- 
tems of India require recognition of the more rural char- 
acter of much of the population, the greater role of ex- 
tended families, the geographic immobility of most vil- 
lage residents, and the greater integration of mental 
health care into primary health care. Nevertheless there 
are both political and market forces that may lead to a 
major expansion of inpatient psychiatric care capacity in 
India. The potential cost effectiveness of community- 
based alternatives, and the likely improvements in the 
effectiveness of treatments for the severely mentally ill 
in the next decades, both suggest that a massive increase 
in hospital capacity could commit inflexible resources 
for many years beyond their period of probable 
usefulness. 


* Modified from “Effectiveness of Mental Health Services forthe Severely Men- 
tally Ill”, Health Services Research, 
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Services research examines a continuum of complexity from 
single treatments to systems of services that may include treat- 
ment, social service, and law enforcement elements. At the simple 
end is what we usually think of as experimental treatment re- 
search comparing an active treatment to a placebo or adding a 
treatment to a control condition that represents standard care. 
More complex treatment studies use factorial designs to examine 
the additive or interactive effects of more than one treatment, or 
the interaction of a treatment with subject and setting character- 
istics. Studies that examine service “packages”, do not fit neatly 
into either “treatment” or “services” efficacy research. Studies 
that are usually considered services efficacy research are those 
that examine the setting, organization, and funding of treatments 
and related human services for the mentally ill and their families. 


The review that follows is intended to provide a comprehen- 
sive and critical introduction to the controlled studies of mental 
health services. The reader may wish to turn first to the “executive 
summary” at the beginning of the discussion section, then selects 
parts of the main review that match their particular interests. The 
final part of the discussion section raises questions about the 
applicability of these findings to psychiatric care in India. 


| Efficacy Research Findings 

Inpatient milieu 

Prior to deinstitutionalization clinicians tried to shape vari- 
ous social and environmental aspects of the inpatient ward to 
achieve maximum treatmenteffectiveness. Thisis still an interest- 
ing issue.’ A decade ago Van Putten and May’ reviewed existing 
studies of effects of milieu therapy on schizophrenic patients and 
concluded that there was little evidence of benefit. These studies 
primarily involved chronically ill patients treated in non-inten- 
sive milieus. More recent research has evaluated the effectiveness 
of intensive milieu therapy for non-chronic schizophrenics. Such 
studies suggest that intensive milieus can be beneficial for non- 
chronic schizophrenics, especially if characterized by : 1) shared 
responsibility and decision making, 2) clarity of program roles 
and aims, and 3) high levels of patient-staff interaction. 


Two studies of the effects of ward milieu on a broader group 
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of patients are notable for their rigorous examination of the rela- 
tionship of program characteristics to post-hospital patient out- 
come. Paul and Lentz’ compared groups of chronic, institutional- 
ized patients assigned to three treatments: 1) standard custodial 
care; 2) a social learning program emphasizing associative learn- 
ing, problem solving, and reinforcement; and 3) a therapeutic 
community model promoting improved social behaviour through 
stimulation of communication and group cohesiveness and in- — 
volvement. The two psychosocial interventions led to better pa- 
tient outcomes than did the standard treatment. The social learn- 
ing approach was more effective than the community milieu; 
patients in this experimental group demonstrated significantly 
reduced bizarre behaviour, increased adaptive functioning and a 
98% successful discharge rate.° 

Ellsworth, Collins and their associates’”* conducted a com- 
plex multivariate correlational study of ward milieu involving 
21,667 patients on 79 general psychiatric inpatient wards at 18 
Veterans Administration hospitals. This study examined 191 
setting and treatment characteristics thought to be potentially 
predictive of post-hospital community adjustment, when patient 
and staff characteristics were controlled. They found that patients 
treated on wards with a mix of acute and chronic patients did 
better than those treated on wards with a narrowly defined 
patient population. Effective programsalso fostered open interac- 
tion between patients and staff, used optimal medication prac- 
tices, discouraged social isolation and maintained stable staffing 
assignments. While this was a correlational study with a large 
number of variables, follow-up outcome scores were residualized 
for patient baseline characteristics, and findings were reported 
only if they were consistently found in tworeplication subsamples. 
There is still the possibility, of course that a differing mix of 
patients from one ward to another causes differences in ward 
milieu characteristics that are then also found to be related to 
follow-up outcome, but spuriously so. 


Length of hospital stay and early discharge 

Some of the earliest studies of deinstitutionalization focused 
on the variable under the most direct control of hospital staff- 
length of stay. Some focussed on the length of stay itself, while 
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others examined innovative programs to facilitate earlier dis- 
charge than was typical at the time these studies were initiated. 
The length of stay literature has been reviewed by Test and Stein,’ 
Braun et al,” Straw," Mattes Magaro et al' and Talbott and 
Glick”. 

Caffey et al'*’® were the first to conduct a randomized trial 
comparing hospitalizations of different lengths. The subjects were 
201 schizophrenic men under age 60 newly admitted to 14 VA 
hospitals. Only those with good prognosis were selected; patients 
were excluded if they 1) were admitted primarily for alcoholism, 
2) had medical conditions that might delay discharge, 3) had been 
hospitalized within the last year or more than half of the past 5 
years, 4) had no home to which they could return, 5) had no means 
of self support, or 6) were dangerous to self or others. Subjects 
were assigned in rotation to one of 3 treatments: standard Veter- 
ans Administration hospitalization (average length 75 days) fol- 
lowed by standard after care; brief hospitalization (21 days maxi- 
mum stay) followed by a year of intensive aftercare; or standard 
hospitalization with intensive aftercare. After 3 weeks of hospi- 
talization the brief stay subjects, who were discharged at that time, 
demonstrated fewer symptoms than the long stay patients who 
remained in the hospital. There were no significant differences 
among the three groups at 6 or 12 months, but there was some 
indication that intensive aftercare reduced symptom levels, re- 
gardless of length of hospital stay. All three groups experienced 
similar readmission rates. 


Glick and Hargreaves" compared, in a randomized trial, 
short term (21-28 days) and long-term (3-4 months) hospitaliza- 
tion of 141 schizophrenics and 94 nonschizophrenic patients. 
Posthospital care was monitored but not controlled. Long stay 
schizophrenic patients were rated significantly better on 2 meas- 
ures of global functioning after 1 year, but no specific sympto- 
matic differences could be detected. At 2 years the long term 
schizophrenics showed better global functioning but only in the 
subgroup with good prehospital functioning. Poor-prehospital 
schizophrenics did as well or better with a brief initial hospital 
stay. It was noted that long-term patients received higher levels of 
medication and outpatient psychotherapy after discharge, espe- 
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cially those with good prehospital functioning. The authors sug- 
gest that good prehospital schizophrenics may be less likely to see 
the need for continuous aftercare, and responded to the system- 
atic indoctrination about aftercare that was part of the long term 
treatment. Poor prehospital schizophrenics showed high levels of 
participation in aftercare regardless of length of stay.’ For non- 
schizophrenic patients, short hospitalization appeared to be as 
effective as a longer stay."° 


Hirsch et al’? randomly assigned 106 unselected adult inpa- 
tient admissions (63% manic depressive, 34% schizophrenic) to 
very brief inpatient treatment (discharge attempted by 8 days) or 
standard treatment. Of the short-stay group, 40% were discharged 
by 8daysand 87% by 45 days; only about 12% of long-stay patients 
were out by 9 days, and again 87% were out by 45 days (after 
which both groups showed identical retention curves). Patients 
leaving in less than 4 days were excluded, and the median stay of 
the followed short-stay patients was about 16 days versus about 
29 days for the long-stay group. Short-stay patients spent an 
average of 35 days in hospital in the year after admission com- 
pared to 41 days for the standard group, a nonsignificant differ- 
ence. Short-stay patients were more often referred to day treat- 
ment (47% versus 34%), and the excess day treatment days in the 
year after admission in the short-stay group almost balanced the 
savings in inpatient days. Three months after admission the two 
groups were equal on symptoms, social functioning, and distress 
to relatives. The proportion readmitted within one year, the mean 
length of readmission stay, and the use of other community 
treatment resources were comparable in the two groups. Results 
were not analyzed separately for the schizophrenics. In evaluat- 
ing this study that attempted very short stays it must be kept in 
mind that actual overlap in length of stay was much greater than 
in the other length of stay studies reviewed. The use of day 
treatment, in fact, makes this study somewhat similar to the day 
treatment study of Herz et al”*” described below. 


Herz and associates” randomly assigned 175 newly admit- 
ted inpatients (63% were schizophrenics; all were over 16 years of 
age and living with a responsible adult) to standard inpatient 
treatment (median 28 days); brief (median 8 days) hospitalization 
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followed by day care at discharge; or brief hospitalization alone 
(also median 8 days). Day treatment was provided in the same 
inpatient unit by the same staff; outpatient care was provided in 
the same facility, which served a compact inner-city catchment 
area. At 1 year follow-up, subjects assigned to brief hospitaliza- 
tion followed by day care demonstrated lower levels of psychopa- 
thology than the other two groups. Patients in the standard care 
group were the most symptomatic. No differences in psychopa- 
thology were seen at two years, but the two short stay groups 
demonstrated better role functioning than thestandard care group. 
Relatives of short stay patients did not experience increased 
burden. The authors caution us that the conclusions of the study 
may only apply to programs that have a commitment to the care 
of seriously mentally ill patients and that offer a continuous 
treatment approach, including active involvement with families. 


Mattes, Rosen and others" compared voluntary inpatients 
assigned by a quasi-random process to short-stay hospital units 
(limit 90 days) or to standard units (unlimited stay, mean 179 
days). Only 23% of the patients were schizophrenics. Patients 
leaving against medical advice were excluded regardless of length 
of stay. Patients were evaluatedat three years after discharge. Few 
differences were seen at follow up. After three years short-term 
patients viewed hospitalization as more beneficial. Long-term 
patients were rehospitalized more frequently and spent more 
time in the hospital but were rated as less symptomatic at three 
years than the short stay group. Results were not reported sepa- 
rately by diagnostic group, and after care was neither systemati- 
cally provided nor monitored, making the results hard to com- 
pare with the results of more recent studies. 


Schwarz and Vallance” compared outcomes of 108 patients 
admitted to a short-stay inpatient unit (mean 6 days) to the 
outcomes of 136 patients admitted to a group of longer stay 
university hospital inpatient units (mean 29 days) ina nonexperi- 
mental study. Diagnoses were various in both types of care and 
not reported by the authors. Actual differences in length of stay 
are overstated by these mean length of stay values since the short 
stay unit transferred 11.1% of their patients toa longer stay unit, 
compared to only 1.5% of patients in the university hospital. 
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Readmission rates were not different in the two cohorts, but the 
short stay group showed a longer average time before first read- 
mission and fewer total hospital days (20 versus 57) in the 18 
months after the index admission. Lengths of readmissions in 
other hospitals tended to be shorter in the short stay cohort. It may 
be relevant that the community context of this study (Vancouver, 
B.C., in 1983) was noted to offer a relatively well-endowed after- 
care system in the 1980-81 study by Beiser et al.” 


These length of stay studies quite consistently indicate that 
outcomes are equivalent or slightly superior after short stays (30 
days or less), given that aftercare treatment is proactive and con- 
tinuous. Patient expectation of early discharge seems to be asso- 
ciated with more rapid reduction in symptoms, though post 
hospital symptoms and functioning seem not to be differentially 
affected. Some studies have found that shortening the initial 
hospital stay will lead to shorter lengths of stay during readmis- 
sion episodes. Risk of rehospitalization seems not to be affected by 
initial length of stay, though we will see below that avoidance of 
hospitalization altogether may be associated with a lower risk of 
subsequent inpatient admissions in the first year (but perhaps a 
higher risk in the second year for schizophrenics under some 
circumstances). No studies have suggested that vigorous efforts 
toreduce length of hospital stay incur any major risks, and indeed 
we will see below that vigorous efforts to avoid hospital admis- 
sion together are advantageous. 


The four reviews cited above that were published between 
1978 and 1982 reached these same conclusions. However Magaro 
et al’ and Talbott and Glick” still argue for extended hospitaliza- 
tion (over 30 days) in “special instances”. There are clearly a few 
chronically ill patients who remain assaultive or destructive to 
such an extent that they cannot be managed in (or at least will be 
rejected from) the most restrictive non-hospital and nonpenal 
alternative settings. Talbott and Glick, however, assert that “the 
primary indication for long-term inpatient hospitalization of 
chronic patients is diagnostic.” They also suggest that extended 
hospitalization may be indicated “when the patient’s behaviour 
cannot be controlled or modified in outpatient settings.” We 
believe the weight of evidence does not support such a view. The 
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evidence suggests that these clinical goals can usually be accom- 
plished in brief inpatient stays or in appropriately staffed residen- 
tial treatment settings and supportive residences combined with 
day treatment, or through intensive outpatient case management. 
In a community lacking adequate capacity or quality in such 
facilities, or for patients who have insurance coverage that pays 
for inpatient care but not an alternative, the clinician may be 
forced to substitute inpatient care, but these non optimal circum- 
stances do not make extended inpatient care the treatment of 
choice in principle. There may be subgroups of patients for whom 
extended inpatient care is cost effective, but no such subgroups 
have been identified in the group of controlled studies of which 
we are aware. 

The foregoing studies of length of stay dealt with acute 
patients selected at hospital admission. A further group of studies 
recruited predominantly chronic patients selected after longer 
periods of inpatient care. Reflecting the expectations of an earlier 
time, this second group of investigators saw themselves as study- 
ing “premature” discharge. One might now view this second 
group as studies of deinstitutionalization, while the first group is 
more concerned with preventing extended inpatient care. 

Brown and associates” evaluated the distinctly different dis- 
charge policies of 3 British psychiatric hospitals in a quasi experi- 
mental comparison. 339 schizophrenic patients were followed for 
5 years. Results revealed that patients released from the one 
hospital with a very aggressive discharge policy did no worse 
than those hospitalized for longer periods at the 2 more conserva- 
tive facilities. 

Marx, Test and Stein® studied 61 subjects (48 were schizo- 
phrenic) who had been hospitalized for 3 to 18 months and were 
judged “not currently capable of sustained community living.” 
These patients were randomized to 1 of 3 treatments: 1) an 
experimental community program, “Training in Community 
Living”,2) aresearch unit which provided staff time and attention 
equal to that of the community placement, and 3) a control 
treatment consisting of continued traditional hospital care. The 
“Training in Community Living” consisted of placement in 
community housing, help in locating employment, vocational 
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training, on-going assistance with daily activities, social and 
recreational activities, and appropriate medical and pharmacol- 
ogical care. Although there were no differences at 5 month follow 
up insymptomatology or self esteem, the experimental group had 
spent less time in the hospital and more time pte independently 
and in sheltered employrnent. 


Washburn et al! randomly assigned 59 female patients to 
continued hospitalization or day treatment after 2 to 6 weeks of 
hospitalization. The study sample was limited to those persons 
seen as suitable for day treatment (50% were schizophrenic, 12% 
affective disorder, 18% borderline personality, and 20% other 
personality disorder). Day treatment patients reported less sub- 
jective distress and greater satisfaction with treatment through- 
out the study. Atone year the day treatment group demonstrated 
better social adjustment, but no such difference was observed 
after 1'/, years. Results were not reported separately by diagnosis. 


Linn and associates” studied 572 chronically hospitalized 
male patients (71% were schizophrenics) from 5 VA hospitals who 
were randomly assigned to foster home care or continued hospi- 
talization. Four months after being placed in foster care, experi- 
mental subjects showed significant improvement over controls, 
particularly related to social functioning and overall adjustment. 
Schizophrenics and nonschizophrenics were analyzed separately 
and showed a similar pattern of results. Results were also similar 
across the 5 hospitals. 


Weinman et al? studied 516 chronically psychotic patients 
(mean state hospital stay of 13 years, 90% with a diagnosis of 
schizophrenia, who were “thought to have some potential for 
adequate community adjustment” ). Subjects were randomized to 
community treatment or 8 to 12 months of in-hospital socio- 
environmental treatment. The community placed group received 
extensive, on-going assistance from trained, paid community 
members called “enablers” for 12 months. Within this group, 
subjects were randomly assigned to living with the enabler or 
living independently with daily visits from the enabler. Subjects 
in the experimental condition were found to separate from the 
hospital more successfully. The in-hospital and community groups 
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did not differ on measures of psychopathology, but community 
placed patients showed better instrumental and social perform- 
ance as well as higher self-esteem. Comparison of the 2 variations 
of community treatment showed that the live-in enabler condition 
led to lower readmission rates and higher self esteem, while the 
visiting enabler condition led to better psychiatric status and 
instrumental performance. Thus it appeared that there was a 
trade-off in effects of the two conditions, suggesting that the 
visiting enabler condition was more demandin g for the patients, 
resulting in both a higher relapse rate and a higher level of 
functioning for those who do not relapse. In a particularly inter- 
esting side study enabler “cohesion” and “conflict” behaviours 
toward their patients were measured. Patients who worked with 
enablers who frequently criticized them showed lower self es- 
teem and poorer instrumental performance, a finding similar to 
the “expressed emotion” effects on patients living with their 
parents, reviewed below in the “aftercare” topic. 


This group of early discharge studies, reviewed in greater 
detail by Test and Stein? and Braun et al,” consistently show that 
early discharge of long-stay patients is possible in the presence of 
suitable community programs. Community placement does not 
produce differential improvement in psychiatric symptomatol- 
ogy, but does seem associated with improved social function as 
long as active treatment continues. The major difference is in the 
reduction of inpatient days utilized. Unfortunately the potential 
cost savings were not analyzed in these relatively early studies. 


Alternatives to hospital admission 

The most vigorous approach to deinstitutionalization is toat- 
tempt to avoid hospital admission in the first place. These pro- 
grams substitute other residential care, day care, or alternatives 
carried out entirely “in the community” or in the patient’s home. 
As far as we can determine, there have been 19 adequately 
controlled studies in England, Canada and the United States, and 
Straw" also reviews an additional 9 studies with weaker designs. 
Other reviews have been published by Test and Stein, Braun et 
al,”° Kiesler,* Fenton et al,° and Test.” We found the reviews by 
Straw and by Fenton et al to be especially detailed and thoughtful. 
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Residential diversion 

Several investigators have evaluated programs which divert 
prospective hospital admissions to non-hospital residential facili- 
ties. Rutman* diverted a random sample of non assaultive, non 
suicidal newly admitted state hospital patients toa halfway house 
that used a token economy milieu. Results showed it was gener- 
ally possible to manage such patients in the halfway house setting. 


Brook” reports a study made possible by the temporary 
closing of a community psychiatric inpatient unit. All persons 
who would have been hospitalized were admitted to a “hostel”. 
The hostel had no residential staff and offered crisis intervention 
to address patients’ immediate problems. This treatment included 
individual and family sessions and focused primarily on alleviat- 
ing disruptions in the patient’s social system. This group of 49 
experimentally treated patients was compared to the last 49 
patients admitted to the inpatient unit. About 50% of the subjects 
were schizophrenic. No differences between the groups were seen 
on 11 outcome measures. Hostel patients received more medica- 
tion and showed less initial symptom remission, but experienced 
a lower rehospitalization rate during a 6 month follow-up period 
(1 admitted, while in the hospitalized group 6 were readmitted, 3 
more than once). 


Mosher et al*! compared the effectiveness of two treatments 
provided to young, first-admission schizophrenics. One treat- 
ment consisted of intensive inpatient treatment including regular 
use of neuroleptic medication; the other consisted of treatment 
provided by non-professional staff in small non-hospital residen- 
tial facility. In this residential setting patients and staff shared 
household responsibility and use of psychotropic drugs was kept 
toaminimum. Follow-upevaluations doneat discharge, 6 months 
after discharge and 1 year after admission showed residential 
clients to demonstrate less psychopathology and greater likeli- 
hood of living independently and sustaining full time employ- 
ment. At two year follow-up”* the same differences were much 
smaller but still evident. The residential group also showed a 
lower rate of rehospitalization over the 2 year period. However, 
replication of this experiment in a second facility failed to show 
the same advantage for residential care (Mosher, personal com- 
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munication), although this finding has not been published and it 
is therefore unclear what may have led to the differences in 
results. 


Polak and Kirby” and Polak‘ report the results of a study in 
whicha totally unselected group of 85 persons presenting sequen- 
tially for hospitalization (34% schizophrenic) were randomly 
assigned to standard hospital treatment or to “crisis homes” run 
by families who provided short-term support and shelter with 
consultative assistance by mental health workers. Ten of the 
group assigned to crisis homes (6 schizophrenic, 1 other psycho- 
sis) had to be transferred to the hospital, but those able to remain 
in the alternative placement showed superior outcomes and 
greater satisfaction at 4 month follow-up than those originally 
assigned to hospital admission. 


Rappaport, Goldman and their associates compared the 
outcomes of acute inpatient care in a community mental health 
center at two different times which reflected two different treat- 
ment systems. The first system provided all inpatient psychiatric 
care in general hospital based units. The second provided the 
same care through a combination of a general hospital unit and a 
free standing psychiatric health facility”. Data were collected on 
200 episodes in the first system and 563 episodes in the second, of 
mixed diagnoses. Lengths of stay in the second system were 
longer and clinical outcomes worse than in the first system. In 
spite of lower per diem cost in the psychiatric health facility, 
average episode costs were greater in the second system due to the 
longer average length of stay. While this is a case example of a 
single system and may not be generalizable, it illustrates the 
possibility that cost effectiveness may be worse even when unit 
costs are reduced. 


The small number and limited quality of studies of “residen- 
tial diversion” seems surprising in view of the relative popularity 
of such programs. The results of these few studies are mixed, but 
each of the diversion systems tested was unique. Some involved 
supplementary day treatment and aggressive case management, 
sO no generalizations can yet be made about specific models of 
residential diversion as substitutes for acute inpatient care. 
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Day treatment. Day treatment has also been substituted for 
inpatient hospitalization.“ Zwerling and Wilder®” randomly as- 
signed 378 patients presenting for admission to inpatient or day 
treatment without prescreening. Of those assigned to day treat- 
ment, one third were rejected and referred to inpatient care. Two- 
year follow-up data were analyzed according to the original ran- 
domization, a conservative approach. Only 40% of patients as- 
signed to day treatment were eventually hospitalized during the 
two years, while nearly all of the group initially assigned to 
inpatient were hospitalized and in fact showed a 45% rate of 
rehospitalization within two years. Other outcomes were compa- 
rable in the two groups. 


Kris®' studied 141 former psychiatric inpatients experiencing 
a relapse and presenting for rehospitalization. Half were ran- 
domly assigned to day treatment, the others to rehospitalization. 
In this early study, the hospitalized group remained in the hospi- 
tal at least 2'/, months, and 24% were still in the hospital after two 
years. The day hospital group were required to attend day treat- 
ment 7.5 hours per day, five days per week. Four patients did not 
complete day treatment, while the remaining 67 patients com- 
pleted day treatment within seven weeks. Patients were followed 
as outpatients in the same aftercare clinic after hospital discharge 
or completion of initial day treatment. 


These two early studies suggested that for a large subgroup 
of patients brief day treatment could be substituted for extended 
inpatient care. Comparison of two-year outcomes on other meas- 
ures cannot be interpreted in a way that applies to contemporary 
treatment system because of the routine use of extended inpatient 
care at the time of these studies. 


Michaux et al®** compared 45 patients admitted from one 
county today treatment to a comparison cohort of 52 patients 
admitted to inpatient care from two comparable neighbouring 
counties that did not have a day treatment facility. All subjects 
were screened as eligible for day treatment by the same clinician, 
but the inpatient cohort nevertheless had more previous hospi- 
talizations, were more likely to be schizophrenic (53% versus 30%) 
and less likely to have a majoraffective disorder (13% versus 33%). 
Initial treatment duration averaged 81 days in day treatment and 
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66 days in inpatient treatment. Symptomatic response to initial 
treatment was slightly better in the inpatient cohort, and this 
difference was attributable entirely to the schizophrenic subjects. 
Symptomatic differences were not evident 12 months after dis- 
charge, and by that time the day cohort showed superior social 
performance and employment. Incidence and duration of relapse 
were comparable in the two cohorts. 


Herz et al“ randomly assigned 90 patients to day treatment or 
inpatient care in a setting where both groups received treatment 
together from the same staff during the day. Subject selection 
excluded 78% of the initial pool of hospitalized patients as either 
“too ill” or “too well.” The 90 subjects recruited showed a broad 
range of diagnoses, with 49% schizophrenic. Psychopathology 
and role functioning were evaluated at 2 weeks, 4 weeks and 2 
years. Day care patients showed better outcomes in both evalu- 
ated domains over the 2 year period, though the differences were 
quite small by the end of the 2 years. 

In an unpublished study, Krowinski and Fitt® compared day 
treatment to inpatient care. Of patients presenting for inpatient 
care, 38% were screened out and the remaining 101 with various 
diagnoses were randomly assigned to day or 24-hour care. Symp- 
tomatic outcomes at discharge favoured day treatment, with the 
differences somewhat attenuated by six months after discharge. 
(Average duration of initial treatment was not reported). During 
the six month follow-up 38% of the inpatient group were hospital- 
ized (mean 35.0 days) and only 20% of the day patients (mean 26.5 
days). Average inpatient episode cost was $2,742, versus $1,933 
for day treatment. 


These five studies of day treatment show that many patients 
who would formerly have been hospitalized can be managed in 
day treatment with at least comparable symptomatic outcomes 
and probably superior social outcomes. Costs are presumably less 
in day treatment, but were evaluated only in the unpublished 
Krowinski and Fitt study. Most of these studies are quite old, so 
it is hard to know how well they generalize to contemporary 
treatment systems. Their results are similar in many ways to the 
results of “community treatment and home care” alternatives to 
hospitalization studied more recently. It would be valuable to 
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have experimental cost effectiveness comparisons of day treat- 
ment to home care for schizophrenic and affective disordered 
patients experiencing acute episodes. 


Community treatment and home care. Other studies have 
explored possibilities for avoiding hospitalization without resi- 
dential placement or day treatment, or using mixed strategies that 
use residential placement and day treatment flexibly. Most of the 
community treatments studied are “proactive” in that treatment 
staffintervene ina planned way even when patients and family do 
not request it or are even somewhat reluctant to participate. This 
proactive style is usually implied whenever the term “case man- 
agement” is used in the context of community treatment. This 
proactive style is often also reflected in treatment or case manage- 
ment staff doing most of their face-to-face work with patients and 
families “in the field” rather than in a clinic office. 


Pasamanick and associate assigned schizophrenic subjects 
living with their families to one of 3 treatments: regular inpatient 
care on a state hospital or general hospital unit; home visits from 

-apublic health nurse and placebo medication; or home visits with 
regular neuroleptic medication. Patients were excluded if their 
family did not agree to care for them at home and to participate in 
treatment. Home care patients functioned as well or better than 
the hospitalized control group and experienced a lower rate of 
rehospitalization, though by 5 year follow-up the differences 
were small.” Overall, the placebo group had the worst outcomes, 
home-care patients with medication the best, with the hospital- 
ized group in between. 


Rittenhouse”® randomly assigned patients presenting for 
hospital admission to home care or standard hospital care. As 
with the Pasamanick et al study, patients were included only if 
their families agreed to keep the patientat homeand to participate 
in treatment. Home treatment consisted of conjoint family ther- 
apy as developed by Satir.” Home treatment enabled over 77% of 
patients to avoid hospitalization, and led to superior outcomes in 
symptoms and social functioning. 


Langsley and associates describe a study in which they 
compared 150 patients assigned to family crisis therapy and 150 
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assigned to inpatient care. Family crisis therapy was intended to 
help families to cope and manage their difficulties independently. 
A typical intervention lasted for 2 1/2 weeks and consisted of an 
initial home visit followed by several office visits and phone calls. 
Six months following admission experimental subjects were 
functioning as well as controls and had returned to pre-episode 
functioning more quickly. 


Coates and associates® attempted a randomized cost effec- 
tiveness comparison of home care, hospitalization, or a combina- 
tion of the two. It appears that an unselected group of 240 patients 
were randomly assigned but that the design inadequately con- 
trolled the actual treatment provided. After one year the 3 groups 
had received the same amount of hospital care, and it was con- 
cluded that the assignment to home care neither reduced hospi- 
talization nor treatment cost. The unselected patient sampie in- 
cluded many transients who could not be followed so that data on 
only 150 subjects were available for analysis. The outcome assess- 
ment and cost accounting methods were exemplary, and the 
authors attempted to rescue some interpretable findings from this 
failed randomized trial by dividing the subjects, after the fact, into 
5 groups that received different levels of home and hospital care. 
Although differences between these groups on baseline demo- 
graphic characteristics, diagnosis, and illness severity could not 
be detected statistically, there is still no reason to think that 
clinicians selected subsequent care, especially rehospitalization, 
independently from actual patient severity of illness and disabil- 
ity. Therefore we found the observed associations between one 
year costs and outcome uninterpretable. 


Stein, Test and associates*” used an innovative community 
treatment that they call “Training in Community Living” (TCL) as 
an alternative to hospitalization. In contrast to the Pasamanick, 
the Langsley, and the Rittenhouse studies where patients were 
excluded who did not consent to home treatment, Stein and Test 
randomized an unselected group of 130 subjects seeking hospi- 
talization to inpatient care or an intensive community program. 
Diagnosis and its interaction with treatment effects were not 
reported, except that about 50% of the subjects were said to be 
schizophrenic, and patients with organic brain syndrome or pri- 
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mary alcoholism were excluded. 77% of patients had family 
members living in the same county. The TCL program offered 
assistance in finding housing inindependent settingsand stressed 
this over continued residence with parents. The program also 
provided on-going training in coping skills necessary for commu- 
nity living such as shopping, budgeting, employment, and leisure 
activities. Community treatment was provided for 14 months 
after entry into the study. During this period the TCL group spent 
significantly less time in the hospital, spent more time in sheltered 
employment, were more satisfied, were less symptomatic, and 
were more compliant with medication than the control group. 
Whether differences in outcome could be accounted for by differ- 
ential medication received was not reported, but seems unlikely. 
TCL subjects spent about the same amount of time in competitive 
employment but earned more than control subjects and received 
less in transfer payments. Burden on families and on the commu- 
nity (e.g. arrests) was examined at one and four months after entry 
and differences were not found between the groups, but a rather 
small proportion of relevant families could be assessed. During 
the subsequent 14 months of follow-up while all subjects received 
the control treatment, the outcome advantages of the TCL group 
faded, except that their advantage in percent of patients employed 
and average earnings continued. 


This study included an extensive evaluation of economic 
costs and benefits, and the methods have become a pattern and 
stimulus for later work.” Human service costs for one year (in 
Madison, Wisconsin, USA as of the late 1970s) were $6,986 for the 
TCL group, considerably more than the $5,689 for control. Adding 
maintenance costs such as transfer payments reduced this differ- 
ence to $8,093 (TCL) versus $7,296 (C), and subtracting patient 
earnings made the net cost benefit essentially equal : $5,729 (TCL) 
versus $6,128 (C). Tests of significance on these monetary com- 
parisons were unfortunately not reported. The results suggest 
that from a societal perspective the two treatments are of equal 
cost benefit, although viewing transfer payment as costs and 
earnings as benefits can be argued to be double counting. The 
effects that were not assigned monetary values were generally 
equal or favoured the experimental treatment, and there was 
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some suggestion that the economic balance would be even more 
favourable to community treatment were the comparison contin- 
ued for additional years. However, the direct treatment costs 
faced by the local public treatment system in the first year appear 
to be much greater for this community treatment: $4,798 (TCL) 
versus $3,138 (C). Thus the policy implications of these findings 
are different depending on the position of the policy maker. 


Test, Knoedler and Allness” have reported preliminary find- 
ings from a long term randomized trial comparing TCL to stan- 
dard care for “schizophrenia spectrum” patients age 18 to 30. The 
TCL intervention was modified somewhat from the one initially 
developed by the authors, withincreased emphasis on controlling 
Symptoms, a less emphasized, more selective use of training in 
community living skills, and greater caution in attempting inter- 
ventions in more than one area at the same time. Thus the program 
has moved closer to the usual emphasis in schizophrenia treat- 
ment””° at the same time that subject selection was focused more 
narrowly on schizophrenia. 130 patients (73% schizophrenia, 22% 
schizoaffective disorder, 5% schizotypal personality disorder) 
were enrolled, apparently at the point of some crisis situation that 
brought them into the mental health system (or intoa higher level 
of care), but most subjects were outpatients at study entry. 24% 
had never been hospitalized, but the sample as a whole had a 
lifetime mean of 48 hospitalization days. Subject recruitment was 
completed in 1984 and hospital utilization data have been re- 
ported on the first 97 patients to reach two years in the study with 
complete data (59 TCL subjects, 27 controls). Three control sub- 
jects of the first 100 had died, and one TCL and 10 controls were 
excluded due to missing data. During the first 6 months in the 
study TCL subjects showed a mean of 4.3 hospital days compared 
with 18.7 for controls, primarily because TCL patients were dis- 
charged sooner from an initial hospital stay. During the subse- 
quent 18 months TCL subjects continued to show significantly 
lower mean hospital days, 6.5 versus 22.0, and only 22% were 
hospitalized at all during this 18 months compared to 63% of 
controls. This should be an informative Study as the longer 
followup is completed and the full range of outcomesis examined. 
Usable sample sizes should be available for 5 to 10 years of 
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followup, although the unbalanced assignment of subjects (60% 
to TCL) combined with the greater loss of control subjects will 
limit statistical power greatly in the subset followed longest. 


The original Stein and Test study has been replicated ina ran- 
domized trial by Hoult et al,”* in an unpublished controlled 
study by Mulder," and in two uncontrolled studies.”” There has 
also been one trial of a “home treatment” that generalizes these 
findings to a different form of community treatment.” 


Hoult and Reynolds” compared TCL versus standard care 
in an Australian study. Subjects were 120 adult patients present- 
ing for hospitalization, with none excluded except those with 
primary substance abuse, organic brain syndrome and mental 
retardation. Diagnostically 57% were schizophrenic, 23% had 
other psychoses, and 20% had neurosis or personality disorder. 
Regarding chronicity, 25% of subjects had never been hospital- 
ized and 30% had one year or more of previous inpatient care. 
Experimental subjects were less likely to be hospitalized in the 
first year, spent fewer days in hospital, showed greater sympto- 
matic improvement, were more compliant with medication, and 
were more Satisfied with treatment, as were their relatives. These 
results are similar to the findings of Stein and Test. Patient 
employment and earnings did not differ in the two treatments, 
however. Findings were similar for the schizophrenic and other 
diagnostic groups, and for the never previously admitted and 
chronic subgroups, though statistical tests of interactions were 
not reported. A cost analysis was done using methods similar to 
Fenton et al** rather than Weisbrod et al” in that only direct 
treatment costs were examined, but capital costs of treatment, 
social and transfer costs, and patient earnings were not.” Average 
cost per patient per year in 1980 Australian dollars was $4,489 in 
community treatment and $5,669 in standard care. While the ratio 
of the cost of community to standard care is not as favourable as 
that found by Fenton et al and statistical significance was not 
reported, it is still a favourable finding for community care. 


Mulder®! examined a program patterned after the one devel- 
oped by Stein and Test in Kent County, Michigan, USA. Unfortu- 
nately this study has not been published, but its findings were 
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briefly summarized by Stein and Test.” 121 patients of unspeci- 
fied characteristics were randomly assigned to the TCL orconven- 
tional treatment. After 30 months, TCL patients had used only 959 
days of hospital care versus 5,530 days for controls. Experimental 
patients lived more independently, showed better work partici- 
pation, were rated as showing better community adjustment, 
daily living skills, leisure time skills, and social and interpersonal 
Skills. Cost comparisons at the end of the first 18 months showed 
the two groups about equal, but by 30 months TCL subjects were 
showing significantly lower costs than controls. 


Borland and Higgins® described an uncontrolled study of 61 
schizophrenic patients with documented histories of repeated 
failure in community treatment who were followed for two years 
ina TCL program in Spokane, Washington, USA. While hospitali- 
zation decreased 90% after program entry compared to the prior 
two years, cost decreased 10%. Witheridge and Dincin®® de- 
scribe a TCL program in Chicago, Illinois, USA, with a similarly 
uncontrolled evaluation, and say only that average number of 
hospitalization days dropped from 87 in the year before entry to 
37 in the year after, with reduced overall cost. A randomized 
controlled trial is in progress, they report. 


Fenton, Tessier and their associates*©#457 randomly assigned 
155 patients destined for hospital admission to home treatment or 
to hospital care. Home treatment was carried out by a team of a 
psychiatrist, social worker, and nurse, who made frequent home 
visits during crisis periods and otherwise provided clinic-based 
proactive case managementand ou tpatient care. This community 
treatment is less labour-intensive and less costly than the Stein 
and Test “Training in Community Living” program. Subjects 
were in three diagnostic categories, schizophrenia (41%), manic- 
depressive disorder (29%), and depressive neurosis (30%). Only 
patients and families who consented to either home or hospital 
treatment were included. Results after one year of treatment 
showed that regardless of diagnosis, home treatment was similar 
to hospital care in the relief of symptoms, home treatment more 
often enabled patients to continue to carry Out some of their 
responsibilities at workand athome, relieved family burden more 
effectively, and was less expensive. Direct treatment costs (the 
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only ones analyzed quantitatively) in the first 12 months were 
$1,980 per patient in home treatrhent and $3,250 for hospital 
treatment(1975 Canadian dollars), a large and statistically signifi- 
cant difference. Thus in this study a more economical home 
treatment (relative to standard care) was constructed, compared 
to the community treatment in the Stein and Test study. The three 
diagnostic groupsall showed outcomes favouring homecare,and 
diagnosis did notinteract with treatmenteffec ts. However, schizo- 
phrenic patients were the most expensive to treat in both groups. 


The cost benefit analyses in the Fenton et al study were less 
expensive than those of Weisbrod et al” in that they examined only 
the direct costs of treatment’ but the overall economic implica- 
tion was more favourable for home treatment than were the 
results of Weisbrod et al, since they obtained fairly similar results 
witha less expensive intervention program. Fenton et al were also 
the first group to examine costs of hospital versus community care 
in the second year of treatment, although two earlier studies 
provided some ambiguous results over more than one year” 
While the Weisbrod, Test and Stein” community treatment pro- 
gramhad higher direct treatmentcosts than standard treatment in 
the first year, the worker and operating costs of the home care 
program studied by Fenton et al were only about half of the costs 
for standard care during the first year.“ While not expressed in 
monetary terms, other social and private costs they examined also 
favoured home care. 


In the second year the costs of the two treatment packages 
were similar.” However, there was a trend (P<.10) toward an 
interaction of diagnosis with treatment assignment in the second 
year. Schizophrenics showed a reversal twice the average cost in 
home care compared to standard care while those with man- 
icdepressive illness or depressive neurosis continued to show 
only about half the cost in home care compared to standard care. 
They examined whether this may have reflected a “rebound” 
hospitalization effect, but this seems unlikely. Fifteen home treat- 
ment schizophrenic patients who were rehospitalized did have 
average inpatient lengths of stay of 89 days, compared to 62 days 
for the 32 rehospitalized schizophrenics in standard care. But 
similar results were seen for manic-depressives (75 days among 5 
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home patients versus 50 days among 21 in standard care) and 
neurotic depressives (41 days among 3 home patients versus 32 
days among 26 standard patients). This may seem to contradict 
the general findings that a longer index hospital stay tends to be 
associated with longer subsequent stays, but the much lower rate 
of rehospitalization in the home group may mean that those 
hospitalized from home care were more severely ill than those 
hospitalized from standard care. Why the results of home care 
might be worse in the second year for schizophrenics remains 
unclear. One possibility is that the home treatment program in 
this study did not provide the ongoing support and training in 
coping skills that might have enabled family members to continue 
to be effective caregivers.® 


The studies of alternatives to hospital treatment show good 
consistency in their results. This is especially remarkable because 
individual studies are flawed in a number of respects (e.g., lack of 
comparable outcome measures, biased sample selection, inade- 
quate descriptive data, poor control over the hospital treatments, 
and implicit allegiance to a specific mode of alternative care),and 
the studies examine a wide variety of treatments in different 
settings with disparate patient groups. One may conclude that 
caring for severely ill psychiatric patients in ways that avoid or 
shorten traditional hospital treatment is, ON average, at least 
equally effective, and may be more effective than “standard” use 
of hospital care. Well organized services using alternatives to 
hospitalization can cost less, sometimes much less, withoutincur- 
ring offsetting social or private costs, and May provide greater 
improvement in symptoms or social functioning. 


While this relatively global question is coming to some clo- 
sure, itrepresents a simplistic concept of community services. The 
studies have focused on dealing with crises that usually lead to 
hospital admission. More studies are needed that include patients 
presenting for lower levels of care but who are at high risk of 
serious illness, such as the current study by Test and her col- 
leagues of schizophrenia spectrum patients. There have also been 
few comparisons of different alternatives to hospital admission. 
Finally, we have hardly begun to study whether different mixes of 
strategies may be most cost effective in different community set- 
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tings. This latter issue is particularly importantin trying to gener- 
alize these findings to countries like India, where social conditions 
and traditions are different than in the countries in which these 
studies were done. | 


Aftercare Following Hospitalization 

The traditional distinction between alternatives to hospitali- 
zation and aftercare following hospitalization is artificial in prac- 
tice and future research should integrate both perspectives. The 
research distinction is in the selection of the point in a patient's 
career at which he or she is assigned to the alternatives to be 
compared. Both “aftercare” and “alternatives” studies by defini- 
tion examine patients who have been disabled enough to “re- 
quire” hospitalization, which is an evolving and somewhat loca- 
tion-specific criterion. Early studies thus included less disabled 
subjects, on average, than do more contemporary studies. After- 
care studies usually begin as the patient leaves the hospital, 
already showing major symptomatic improvement from an acute 
episode. Therefore in aftercare studies symptom improvement is 
of less concern than prevention of relapse and improvement of 
social and work functioning. However, since hospital stays have 
been getting shorter, patients entering aftercare studies in recent 
years tend to be less completely recovered from their current 
episode than discharged patients in earlier years. 


The most elementary comparison is some aftercare compared 
to none, which is usually studied under the rubric of efforts to 
maintain continuity of care, and are reviewed under the topic of 
case management. The early placebo-controlled medication after- 
care studies in schizophrenia also could be seen in this light. In this 
section we progress from more restrictive to less restrictive modes 
of aftercare. 


Residential treatment. Fairweather et al” studied the impact 
of an intensive residential milieu by randomly assigning 151 VA 
inpatients ready for hospital discharge toa “community lodge” or 
a control condition consisting of standard community care. Ex- 
perimental subjects worked in a business operated by the lodge. 
Initial cost of the prototype lodge was about one third the cost of 
hospital care and decreased to zero as the lodge became com- 
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pletely self-supporting. Diagnoses were not reported except that 
84% of subjects were “psychotic”, and 50% of subjects had been 
psychotic more than 4 years. At 3 year followup there were-no 
differences between the groups on measures of psychiatric symp- 
toms, psychosocial adjustment or satisfaction. Lodge treated 
patients were more likely to be employed due to their participa- 
tion in the lodge business and spent significantly less time in the 
hospital than patients in the control group. Once leaving the 
lodge, experimental patients were no more likely to be employed 
than controls and their lower readmission rate may have resulted 
from the ongoing medication supervision provided by the lodge. 
On the basis of the results of the prototype lodge study and 
informal evaluations of 2 similar lodge programs in other sites, 
Fairweather and his associates undertook a 10-year research 
program aimed at the adoption of lodge programs linked to other 
public hospitals.” 


Lamb and Goertzel” also looked at residential milieu in a 
study of environmental expectations among chronically ill pa- 
tients. Upon hospital discharge 91 patients were randomly as- 
signed to “high expectancy” treatment, which included half-way 
house and sheltered workshop placements plus day treatment, or 
to a “low expectancy” treatment consisting of placement in a 
board and care home. The diagnostic distribution was not re- 
ported, but a majority of the subjects were schizophrenic, female 
and single; mean age was 40 and mean prior hospitalization was 
5 years. High expectancy subjects were discharged more quickly 
from the state hospital following referral due to active outreach 
activities in the high expectency program, but once discharged 
had community centre tenure comparable to the low expectancy 
group. However, high expectancy subjects were found to be more 
socially integrated and much more likely to be engaged in shel- 
tered work or homemaking activities than the low expectancy 
group. Aftercare costs in the high expectancy group were greater 
but were not systematically studied, so it is unclear whether the 
higher cost was offset by the earlier discharge from the state 
hospital. 


Marlowe” studied the interactional characteristics of resi- 
dential placements to which elderly female state hospital patients 
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were discharged, and found that these characteristics had strong 
effects on the direction of change in the social adaptation of the 
patients one year later. Patients who improved went to environ- 
ments that maximized resident autonomy, did not foster unnec- 
essary dependency, had little tolerance for deviant behaviour, 
made attempts to integrate residentsinto the local neighbourhood, 
and encouraged social interaction among residents. Patients who 
deteriorated tended to go to environments rated the opposite on 
these characteristics. Previously high-functioning patients were 
especially sensitive to these differences, most of them deteriorat- 
ing if they were not placed in a favourable environment. 


As part of an interview study of 439 discharged nonretarded 
residents in 211 community-based sheltered care facilities Segal 
and Avriam™ and Segal and Baumohl® found that the facility's 
philosophy of care and the composition of its resident group were 
stronger determinants of whethera patient was receiving psycho- 
therapeutic treatment than were such patient characteristics as 
chronicity or severity of psychopathology. Segal and Moyles” 
also found that managementstyles (Laissez faire versus emphasis 
on rules) had different effects on resident attitudes, with the rule- 
oriented programs fostering a pattern of dependency. 


In summary, higher-expectancy residential programs have 
often been found to have better effects on social functioning. Some 
results such as Marlowe’s suggest that this is true primarily for a 
subgroup of better functioning patients, while very poorly func- 
tioning patients may do as well in less demanding settings. It is 
remarkable that there has been so little study of residential care, 
since it is now widely used, at least in the USA. Residential care 
varies in restrictiveness and treatment intensity, and includes 
locked skilled nursing facilities, halfway houses with vigorous 
rehabilitation programs, small and very large custodial resi- 
dences, single-room-occupancy hotels and cooperative apart- 
ments with and without case management support. There is no 
experimental research of which we are aware to inform the 
process of allocating patients to available residential beds in a 
service system. 


Day treatment. Day treatment and partial hospitalizationare 
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commonly employed to aid the community adjustment of the 
severely and persistently disabled." Several investigators have 
Studied the efficacy of day treatment as an aftercare modality. 
Meltzoff and Blumenthal” randomly assigned marginally ad- 
justed schizophrenic patients “considered suitable for day treat- 
ment” to either day treatment or an outpatient clinic. After 18 
months of treatment they found day treatment subjects required 
less hospitalization, exhibited fewer symptoms and were em- 
ployed more often than those assigned to the control condition. 
They found no differences in medication usage or compliance 
between the 2 groups. Day treatment seemed to be more helpful 
to lower functioning patients while both treatments were equally 
effective for higher functioning patients. 


Guy and associates* compared medication maintenance to 
medication plus day treatment among 137 patients applying for 
day treatment and not terminating prematurely. 75 who accepted 
randomization were assigned to either day treatment or outpa- 
tient drug management, while62 whoalso received day treatment 
were analyzed separately. Diagnostically,40% were schizophrenic, 
32% depressed, and 28% other neurotic. 53% had never been 
hospitalized. Day treatment involved group therapy, rehabilita- 
tion, and recreational therapy according to patient needs. Both 
programs provided chemotherapy. Treatment was not expected 
to continue indefinitely, but to terminate when patients had 
“derived maximum benefit.” Their findings favoured the day 
treatment condition, but the differences were attributed only to 
the schizophrenic subgroup. Patients assigned to day treatment 
tended to stay in treatment longer, and thus toreceive medication 
longer than the control group. Differences in outcome may have 
resulted from this differential retention (of schizophrenics) on 
medication rather than from theother aspects of the day treatment 
program. 

Linn et al conducted a 10-site randomized trial comparing 
schizophrenic patients assigned to day treatment or medication 
maintenance alone. The randomized comparison within each of 
the ten sites allowed effective and ineffective day treatment 
programs to be distinguished. Results showed Superior social 
adjustment among the day treatment group during a 2 year 
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followup period at all of the sites. However, only 6 of the day 
treatment centres were found to be effective in delaying relapse, 
reducing symptoms, and changing some attitudes. Costs for 
patients in these effective centres were not significantly different 
from the group receiving only drugs. More professional staff 
hours, group therapy, anda treatment philosophy favouring high 
patient turnover were associated with poor-result centres. More 
occupational therapy and a sustained nonthreatening environ- 
ment were more characteristic of successful centres. 


Outpatient treatment. The value of neuroleptic medication, 
antidepressants and lithium in the prevention of relapse is well 
established’. However, there are as yet no etiologic cures for 
schizophrenia or the major affective disorders, only symptom 
control and improved social adjustment. Placebo controlled stud- 
ies of neuroleptic medication in the treatment of acute schizo- 
phrenic episodes and in aftercare treatment of schizophrenia 
show large average effect sizes for symptomatic outcomes and 
prevention of relapse. Comparisons of oral to long acting depot 
forms of antipsychotic medication indicate that noncompliance is 
not as large a factor in schizophrenic relapse as was once thought. 
Relapse rates for newly discharged schizophrenics receiving depot 
medication are about 40% over two years” and about 10% per 
year for stable or remitted schizophrenic outpatients’ Many 
aftercare studies have used an outpatient medication manage- 
ment condition as the control for psychosocial interventions that 
supplement medication management. This has been especially 
true for studies of schizophrenia. 


Psychodynamic psychotherapies have not shown particular 
effectiveness in the hospital or aftercare treatment of schizophre- 
nia’’*""°. Interpersonal psychotherapy, which is a psychodynamic 
psychotherapy, has been shown modestly effective in the after- 
care treatment of depressed women, with effects that are additive 
to the effects of antidepressant medication, but qualitatively 
different. Medication shows effectiveness in preventing sympto- 
matic relapse while interpersonal psychotherapy (over a longer 
time period) seems to benefit social functioning.'” Other studies 
of the psychotherapy of depression have not focused on recently 
hospitalized patients or on the severely and persistently disabled." 
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Investigations of traditional types of clinic-based out-patient 
management have suggested that group therapy may be slightly 
more helpful to chronic patients than individual interviews!™4, 
However, Keith and Matthews” described the research results as 
“disappointing,” considering the widespread utilization of group 
therapy in the aftercare of schizophrenia. 

There have been 2 well-designed controlled studies compar- 
ing a drug alone toa drugs-plus-sociotherapy aftercare treatment 
for schizophrenics. Hogarty and associates”*'? randomly as- 
signed newly discharged schizophrenic patients to 1 of 4 treat- 
ments which continued for 2 to 3 years: drugs alone; placebo 
alone; drugs plus sociotherapy; or placebo plus sociothera py- The 
sociotherapy, termed “Major Role Therapy”, consisted of ap- 
proximately 2 contacts each month witha social worker whoacted 
as a case worker and vocational counselor. The investigators 
found drug treatment to have a large and significant relationship 
to rehospitalization, while therapy had only a small, additive 
effect which was not evident until 12 months after discharge. This 
therapy effect disappeared in the placebo group by 18 months, but 
became progressively larger in the drug group up to 24 months. 
Further analysis revealed that sociotherapy benefited asympto- 
matic subjects but hastened relapse in those still demonstrating 
psychotic symptoms at the beginning of therapy. 

A subsequent study by Hogarty et al'® of the same type of 
subjects also compared drugs plus sociotherapy to drug mainte- 
nance alone, where drug maintenance was either oral or depot 
fluphenazine. There was a trend for sociotherapy to prevent 
relapse, but the effect appeared only among patients on depot 
medication, and only approaching two years after discharge. 

Incontrast to the very modest effects in the early studies of in- 
dividual and group psychological interventions, recent studies of 
psychoeducational family interventions in schizophrenia have 
shown more promising results”. 76 130-134, Despite varied methods 
of intervention, all of these programs have shown significant de- 
creases in relapse rates that approach the size of effects of mainte- 
nance neuroleptic drugs. Psychosocial and drug effects appear to 
be additive. Some of these family interventions have also shown 
beneficial effects on social and role functioning. The common 


Effectiveness of mental health services | 381 


features in these interventions are that they are concrete and 
practical, are not psychoanalytically interpretive, include direct — 
education about schizophrenia, and do not blame the family for 
the patient’s disorder but help the family develop new coping 
strategies® '. 


These psychosocial interventions were stimulated in part by 
the finding that schizophrenic patients returning to live with 
_ families that showed low “expressed emotion” (EE) were less 
likely fo relapse within 9 months and at 2 year follow up"*™. The 
EE construct refers primarily to family members’ criticism of the 
patient’s symptoms, although it also includes general hostility to- 
ward the patient and intrusive overinvolvement in the patient's 
care. The association of EE with relapse can be quite large; one 
study found 9-month relapse of 51% versus 13% in high-EE versus 
low-EE families’. EE has also been found to correlate highly (.84) 
_ with patient impairment at work and disturbed behaviour, but 
when the latter were statistically controlled, EE still strongly 
predicted relapse (r = 0.63)". It is possible that families with low 
expressed emotionare simply correctly perceiving that the schizo- 
phrenic family member is not very ill (and in fact is less likely to 
relapse). The large reduction in relapse risk in the family interven- 
tion studies suggests more strongly that high-EE can precipitate 
relapse. The finding by Hogarty et al™ that reduction in EE during 
treatment is associated with very low risk of relapse also suggests 
that a low-EE family milieu may not only reduce stress but help 
protect the patient from external sources of stress. 


If high expressed emotion causes relapse, this can be seen 
either as bad newsor good news for families of schizophrenics. In 
the past, mental health professionals have tended to blame nega- 
tive family attitudes for causing schizophrenic relapse. (Indeed, 
they went further and blamed “schizophrenigenic” parents for 
causing schizophrenia in the first place, a viewpoint not sup- 
ported by subsequent research.) However, it is the low relapse 
rates, not the high rates, that are unusual in recently hospitalized 
schizophrenics, at least in English speaking industrialized coun- 
tries. The current view of investigators studying family interven- 
tions in schizophrenia is that the EE research may indicate how 
families, as they recover from the frustration, demoralization, and 
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feelings of social isolation that often accompany the early psy- 
chotic episodes of an ill family member, can provide a remarkably 
supportiveand protective environment for the recovering schizo- 
phrenic, whose exquisite vulnerability to emotional stress contin- 
ues long after obvious psychotic symptoms have subsided. The 
task of professionals is to help patients and families cope with the 
immense burden of a psychotic illness, enable families to be as 
helpful as possible, and eventually enable the patient to be pro- 
ductive and to move toward more independent living”. 


Social skills training has been examined as a specific individ- 
ual treatment approach with schizophrenic and other patients 
with mixed results", Early work with schizophrenic patients 
showed that social behaviour and self-reported anxiety can be 
changed for the better by social skills training for some schizo- 
phrenic patients, but that these improvements tend not to gener- 
alize outside of the training situation. More promising results 
were found in a recent study by Hogarty et al’ that examined 
social skills training as an individual treatment combined witha 
psychoeducational family intervention in a two-by-two factorial 
design applied to 103 newly discharged schizophrenics with 
high-EE families. This is the first large scale study to show social 
skills training helpful in reducing risk of relapse, with an effect 
size comparable to the family intervention and additive rather 
than interactive with it. 


Case management. Experience has su ggested that availabil- 
ity of community treatment programs is not sufficient, in and of 
itself, to insure sustained adjustment of the severely and persis- 
tently disabled. For this reason continuity of care, defined by 
Bachrach” as the “orderly, uninterrupted movement of patients 
among the diverse elements of the service delivery system,” has 
become acommon goal of services to the mentally ill. The concept 
of continuity includes continuing treatment that is : 1) compre- 
hensive, offering access toa variety of services; 2) flexible, consis- 
tently responsive to clients’ changing needs in scope, intensity 
and location of services; and 3) is characterized by ongoing 
communication and interaction among different treatment pro- 
viders. The need for broader social services such as housing, 
welfare application assistance, transportation, and recreation 
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services have also been stressed. 


Case management has been promoted as a way to increase 
continuity of care. In practice case management has taken on a 
wide variety of forms, shaped in response to the needs of diverse 
systems and locales, but it is generally thought to comprise 5 
integrated functions: 1) assessment of patient needs, 2) planning 
service strategies in response to those needs, 3) linking clients to 
appropriate services, 4) proactively monitoring client progress 
and detecting changing needs, and 5) acting as an advocate for 
clients with other community agencies. It is our impression that 
most persons designated as case managers also provide a suppor- 
tive relationship and engage in other nonspecific supportive 
activities with many of their clients and clients’ families. While 
planning a patient’s treatment must involve a physician or other 
mental health professional, case managers are sometimes nonpro- 
fessionals who are trained for their specific role in the service 
system. The expectation that case managers will carry out most of 
their work in the field rather than inan office may itself be an asset 
in maintaining the accessibility and continuity of care. 


Though the concept of case management has received much 
attention from the mental health community, there has been little 
careful study of its efficacy. There isa controversy whether profes- 
sional or nonprofessional case managers are more cost effective, 
but experimental comparisons of these two models have not been 
reported. Results of several demonstration projects have favoured 
case management, but limitations in design restrict their value. 
The two non experimental studies described below are typical of 
these early studies. A study by Franklin et al’ is the first published 
randomized trial of case management of which we are aware, and 
is the final study reviewed in this section. 


Mueller and Hopp™ studied 20 matched pairs of hospital- 
ized psychiatric patients in a rural catchment area. There were 30 
schizophrenic, 6 depressed, and 4 mentally retarded and emo- 
tionally disturbed subjects. One member of each pair had been 
selected for case management carried out by undergraduate- 
trained social workers. The matched controls were identified 
from subsequent inpatient admissions. The intervention and fol- 
low up period ranged from 12 to 18 months. Case managers saw 
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their assigned patients prior to discharge and participated in 
discharge planning. In the months following discharge, case 
managers had brief daily contact with patients through phone 
calls or home visits as well as periodic longer contacts. The 
relationships developed were such that the experimental patients 
most often turned to case managers for help in times of crisis, and 
received considerable emotional and social support from case 
managers for ongoing activities of daily living. Interventions with 
the controls were notreported, except that controls were placed in 
a similar array of community residential settings at discharge. 
Experimental patients had a slightly higher prestudy rate of 
hospitalizations per year than controls (1.28 vs 0.97) but showed 
essentially the same rate after the index discharge (1.05 vs 0.98). 
When hospitalized, however, case managed patients were dis- 
charged more quickly, so that their annual mean hospital days 
decreased from 67.5 to 29.9, compared to controls who increased 
from 39.9 to 68.9 after the index episode. No significance tests on 
these differences were reported. The two groups used similar 
levels of other nonhospital community services. A cost-benefit 
analysis estimated that the cost (including salaries, fringe and 
operating expenses but not supervision or other institutional 
overhead) for case managers with a caseload of 15 to 20 patients 
would be about half the cost of the additional inpatient days (the 
costs of which presumably included institutional overhead). It 
was not reported whether the study case managers carried case 
loads of this size. These results are only suggestive due to the 
design limitations and small sample sizes. The positive results 
reflect the fact that the case managers were able to get rehospital- 
ized clients discharged more quickly. This may not generalize to 
catchment areas where average hospital stays are already shorter 
than those reported in this study. 


Wasylenki and associates’ compared the 6 month outcomes 
of 92 patients in an aftercare planning program to outcomes of 92 
matched controls selected from an earlier descriptive followup 
study of patients discharged from the same four urban hospitals. 
Inpatient staff members did discharge planning for the controls. 
Demonstration subjects met with aftercare planning staff during 
hospitalization and after discharge. The training of the aftercare 
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planners is reported but not information about their actual activi- 
ties with demonstration subjects. It appears that the planners 
were active in the months following discharge and then had little 
contact after subjects had connected with or refused further 
aftercare services. Subjects (and therefore their matched controls) 
were selected for “chronicity, poor employment history, social 
isolation, and residential instability”, according to criteria that 

- were not reported. Diagnoses were not reported but 75% of the 
subjects were “psychotic.” 43% of the subjects, but only 26% of the 
controls, were involuntary patients. Demonstration subjects and 
controls both showed high utilization of medication management 
services after discharge (83% and 85%), but demonstration sub- 
jects were given significantly more housing, vocational/educa- 
tional, social/recreational, and financial referrals and were sig- 
nificantly more likely to use these services. Nevertheless, there 
were essentially no differences at 6 months in rehospitalization 
rate (34%), symptoms or social functioning. Average inpatient 
days for the 2 groups were not reported. A cost effectiveness 
analysis was not done, but demonstration subjects obviously 
incurred greater costs without demonstrable benefit. 


Franklin and associates'™ studied the cost effectiveness of 
case management compared to usual care. Adult subjects who 
had been hospitalized at least twice during a 26 month period and 
were now living in the study catchment area outside a nursing 
home, jail or psychiatric inpatient facility were enumerated from 
agency records. It was possible to identify and locate 417 indi- 
viduals who were willing to complete a baseline interview. Of 
these subjects, 56% were schizophrenic, 18% affective disorder, 
and 26% other. The participating urban community mental health 
center, although it already had an “aggressive” aftercare pro- 
gram, developed a case management program staffed by a super- 
visor and 7 case managers with at least undergraduate degrees 
who had 10 months to 9 years experience with mentally ill 
persons. During the project they spent 51% of their time in direct 
“nonclinical” work with clients and another 39% brokering serv- 
ices. The 417 participants were randomly assigned to case man- 
agement (213) or to a control condition (204) in which they could 
receive any services but case management. It was possible to 
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interview 65% of the case management and 62% of the control 
subjects again after 12 months. Both case managed and control 
subjects used an average of about 15 medication management 
visits per year. The case managed subjects otherwise received 
more services, cost more to maintain, and were hospitalized more 
often without showing higher scores on quality of life measures. 
These conclusions also applied to the diagnostic groups consid- 
ered separately. In interpreting these negative results one needs to 
note the likely possibility that the setting provided adequate case 
management to the controls. Further more, the study is unique in 
introducing case management services when most of the clients 
were not in crisis. Currently hospitalized patients were actually 
excluded. Thus case management was begunata time oflow need 
for case management services, perhaps making it harder for case 
managers to establish adequate working relationships with pa- 
tients. | 


These case management studies have examined community 
interventions that are not very different in their intent from the 
“community treatment and home care” studies reviewed previ- 
ously. However, the interventions probably differ greatly in their 
execution and in their service system environment. Thus we have 
some mixed findings of uncertain generality. The antidote is 
obvious but not easy-multicommunity randomized controlled 
trials in which both the model of case managementand the nature 
of the service system environment are varied. 


Total Service Systems 

Randomized controlled trials in multiple sites are difficult, 
expensive studies. We will ultimately need such trials to study 
how the effects of experimental service modifications interact 
with site characteristics. Simpler designs can prepare for this by 
studying intact service systems for characteristics that may be 
correlated with cost effectiveness in serving the severely and 
persistently disabled. Such studiesare simpler because the service 
systems need not be modified. By being unobtrusive these studies 
also avoid “Hawthorne” expectation effects. Statistical power is 
determined by the number of subjects in each site, anda compari- 
son between two sites can sometimes be meani ngful. More inter- 
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esting questions can be asked using a purposive sample of several 
sites chosen to represent a dimension or contrast of interest. The 
primary limitation of such designs is the fact that target popula- 
tion characteristics will usually differ across sites and may com- 
promise the interpretation of observed cost effectiveness differ- 
ences. 


A seminal early study was a comparison of two treatment 
systems in England that was carried out in 1960-61 by Grad and 
Sainsbury.®* ™ One locale had a “community service” that em- 
phasized home care but included an “active treatment center and 
day hospital,” while in the second community, aftercare services 
were provided by the hospital. The authors followed a random 
sample of 410 admissions from the two communities. 23% of 
subjects had organic disorders, 45% functional psychoses. The 
first community showed a lower rate of hospitalization and 
shorterinpatient lengths of stay, but higher burden on the families 
of patients. This higher burden reflected families with patients 
under age 65 with mainly psychoneurotic diagnoses, patients 
who had never been a “severe” burden, but who continued to 
cause their families problems after two years. The community 
service was not providing as much social support to the families 
of this group as was the control service. 


A more recent study was reported by Beiser, Shore and 
associates.”* Comparable groups of schizophrenic patients in 
Portland, Oregon, USA and Vancouver, British Columbia, Can- 
ada were compared approximately 1 year following discharge 
from a hospital episode. Whereas Vancouver boasts a rich net- 
work of accessible private services and a public mental health 
system that, say the authors, provides a “model of care” for the 
chronically mentally ill, Portland’s aftercare facilities at the time 
of the study were limited. Consecutive inpatient admissions in 
both cities were reviewed and all with a discharge diagnosis of 
schizophrenia were rediagnosed retrospectively against research 
criteria. Having met these criteria, 99 subjects in Vancouver and 
100 in Portland were sought for the study. Only 30 from Vancou- 
ver and 27 from Portland could be located and would agree to a 
followupinterview. These small samples were nevertheless equiva- 
lent ona variety of demographic and clinical characteristics. They 
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differed significantly at baseline only in that the Portland subjects 
were more educated. Although the small sample sizes allowed 
nonsignificant baseline differences to be quite large, in general 
those differences favoured the Portland sample, and tended to 
bias against finding the hypothesized superior effectiveness of the 
Vancouver system. All patients in both sites received antipsy- 
chotic medication during their index admission, and similar 
proportions in Portland and Vancouver (86% and 90%) reported 
continuing to take antipsychotic medication after discharge. Oth- 
erwise the Vancouver sample participated in a more extensive set 
of aftercare services. Community care teams handled the aftercare 
of 70% of the Vancouver patients (none in Portland) while 27% 
were referred to mental health clinics (compared to 85% of the 
Portland patients). While 43% of the Vancouver patients were 
referred to private psychiatrists (made accessible through Canada’s 
universal comprehensive health plan), only 15% of Portland 
patients were so referred. Ten of the Vancouver subjects were 
employed at followup compared to 4 Portland subjects (P<.10). 
Portland subjects had a significantly higher mean number of 
readmissions (2.0 vs 0.8), but hospital days utilized were not 
reported. Vancouver subjects rated themselves significantly more 
satisfied. At followup the two groups show no significant differ- 
ences on self-report symptom scales (SCL-90), although this is a 
weak approach to evaluating symptomatic status in schizophren- 
ics. A cost effectiveness analysis was not done to determine 
whether savings in inpatient days and greater employment pro- 
ductivity for the Vancouver subjects offset their higher consump- 
tion of aftercare services. 


These two studies are only a brief beginning of what can bea 
useful line of research. Information systems are improving in 
many mental health systems in industrialized nations so one can 
often begin with large scale data on demographics, diagnoses, 
treatment utilization and cost, and then draw a subsample of 
patients for reassessment of diagnosis and an adequate followup 
assessment of outcome. A crucial design choice in such studies is 
the index event that starts the followup clock running for individ- 
ual subjects. Hospital admission is an attractive choice because it 
ensures a sample enriched with those at high risk for hospitaliza- 
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tion during the followup period, and it ensures that the treatment 
system has the opportunity to recognize every subject as a mem- 
ber of the target group. Hospital discharge is a poorer choice 
because it ignores system differences in the ability to limit the cost 
of the index hospitalization. If one wishes to focus on early 
intervention or avoid missing system differences in the threshold 
for hospital admission, one may wish to sample patients having 
a treatment entry of any type, selecting on age and severity of the 
disorder. Cost effectiveness studies of the latter design will be of 
inherently lower power since the subject group will be at lower 
risk for hospitalization, so one will need larger samples and/or 
longer followup periods, and probably should gather equal 
samples of hospitalization and non-hospitalization treatment 
entries. Studies of total service systems offer an opportunity to 
study the aspects of service system structure and environment 
that are the hardest to change experimentally. Total service sys- 
tem studies can also bea useful framework within which toembed 
a randomized trial of an innovative service. 


Discussion 

The foregoing review examined 45 controlled studies in the 
English literature, many of them randomized trials. The study 
topics reflect the prominence of hospitalization issues in past 
thinking about services for severe mental illness: 1) inpatient 
milieu; 2) length of stay and early discharge; 3) alternatives to 
hospital admission; 4) aftercare following an acute episode; and 5) 
total service systems. The last set is nearly empty but is a major 
agenda for the future. Studies of alternatives to hospitalization 
and aftercare have focused mainly on 1) residential treatment, 2) 
day treatment, 3) community treatment and home care, and 4) 
case management. 


Hospitalization studies. Inpatient milieu was a popular topic 
when all we did with severely ill patients was hospitalize them. 
More recent work shows that there are some interesting questions 
here, but the inpatient milieu is not a topic of much research at 
present. Length of Hospital Stay was examined in the earliest 
studies of deinstitutionalization under the name of “early dis- 
charge” at a time when lengths of stay in psychiatric hospitals 
were measured in years. These studies consistently showed that 


390 Wm. A. Hargreaves & Martha Shumway 


early discharge of many long-stay patients is possible in the 
presence of suitable community programs, and while early dis- 
charge does not generally produce differential improvement in 
psychiatric symptomatology, it does seem associated with im- 
proved social function as long as active treatment continues. The 
major effect is in the reduction of inpatient days utilized. Unfor- 
tunately the potential cost savings were not analyzed in these 
relatively early studies. 


Later studies of brief hospitalization quite consistently indi- 
cated that outcomes are equivalentor slightly superior after short 
stays (30 days or less), given that aftercare treatment is proactive 
and continuous. Patient expectation of early discharge seems tobe 
associated with more rapid reduction in symptoms, though post- 
hospital symptoms and functioning seem not to be differentially 
affected. Some studies have found that shortening the initial 
hospital stay will lead to shorter lengths of stay during readmis- 
sion episodes. Risk of rehospitalization seems not affected by 
initial length of stay, though we will see below that avoidance of 
hospitalization altogether may be associated with a lower risk of 
subsequent inpatient admissions in the first year (but perhaps a 
higher risk in the second year for schizophrenics under some 
circumstances). No studies have suggested that vigorous efforts 
to reduce length of hospital stay incur any major risks, although 
contrary case examples appear occasionally in the clinical litera- 
ture and frequently in the popular press in some regions. 


Alternatives to hospital; aftercare. A more vigorous attempt 
at improving cost effectiveness is to try to avoid hospitalization 
altogether, by substituting residential care, day care, or other 
services carried out entirely “inthe community” orin the patient’s 
home. We found published reports of 19 adequately controlled 
studies in England, Canada, Australia and the United States, and 
another 9 with weaker designs. 


_ Residential care has been evaluated in programs that divert 
prospective hospital admissions to non-hospital residential facili- 
ties. The number of these studies is small and their quality is 
limited, which seems surprising in view of the relative popularity 
of such programs in the United States. The results of these few 
studies are mixed, but each of the diversion systems tested was 
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unique, and none of them has examined the very commonly used 
modality (in the USA) of the locked skilled nursing facility, and 
only one has examined the “board and care home,” or residential 
facility staffed entirely by nonprofessionals. No generalizations 
can yet be made about specific models of residential care as 
substitutes for acute or continued hospital care. This isan example 
of major new service modalities being widely adopted without 
adequate cost effectiveness evaluation. 


Day treatment has been relatively more studied, both as an al- 
ternative to hospitalization and as the primary aftercare modality. 
Five controlled studies consistently show that many patients who 
would formerly have been hospitalized can be managed in day 
treatment with at least comparable symptomatic outcomes and 
probably superior social outcomes. Cost effectiveness has not 
been adequately evaluated, however. Most of these studies are 
quite old, so it is hard to know how well they generalize to 
contemporary treatment systems in these countries. Their results 
are similar in many ways to the results of “community treatment 
and home care” alternatives to hospitalization studied more 
recently, and it would be valuable to have experimental cost 
effectiveness comparisons of day treatment to home care for 
severely mentally ill patients experiencing acute episodes. Two 
randomized trials of day treatment as an aftercare modality (one 
of them an impressive 10-site cooperative study) showed that day 
treatment can be more effective than outpatient medication 
management, but not consistantly so. We need to know how to 
construct the most cost effective day treatment for severely dis- 
abled patients, and whether there is a subgroup of patients for 
whom day treatment is more cost effective than community 
services that are not tied to a particular facility. 


Community treatment and home care has been explored in other 
studies as a way to avoid hospitalization without residential 
placement or day treatment. Most of the community treatments 
studied are “proactive” in that treatment staff intervene in a 
planned way even when the patients and family do not request it 
orareevensomewhatreluctant to participate. This proactive style 
is usually implied whenever the term “case management” is used 
in the context of community treatment. This proactive style is 
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often also reflected in treatment or case management staff doing 
most of their face-to-face work with patients and families “in the 
field” rather than in a clinic office. 


There have now been 8 randomized trials of community 
treatment and home care for schizophrenics. Several investigators 
attempted a careful assessment of cost effectiveness, so these 
Studies provide some of the most policy-relevant services re- 
search findings to date. The findings show good consistency in 
spite of design limitations in several of the studies. One may 
conclude that caring for severely ill psychiatric patients in ways 
that avoid or shorten traditional hospital treatmentis, onavera ge, 
at least equally effective, and may be more effective than “stan- 
dard” use of hospital care.Well organized services using alterna- 
tives to hospitalization can cost less, sometimes much less, with- 
out incurring offsetting social or private costs, and may provide 
greater improvement in symptoms or social functioning. 


While this relatively global question is coming to some clo- 
sure, it reflects fairly simplistic concepts of community services 
that focus too specifically on crisis leading to hospital admission. 
There have also been few comparisons of different alternatives to 
hospital admission, or studies of community settings in which 
particular mixes of strategies may be most cost effective. 


Various forms of outpatient care have often served as control 
conditions in studies of more intensive services. The content of 
these control conditions have usually been minimal medication 
management or other “treatment as usual” conditions. More 
interesting control conditions would be “optimized” but inexpen- 
sive outpatient services. Specific outpatient psychosocial treat- 
ments have recently shown promise, especially psychoeduca- 
tional work with families. As we learn how to optimize outpatient 
care the relative cost effectiveness of more intensive programs 
must be reexamined. 


Experience has suggested that merely having treatment 
available is not sufficient, in and of itself, to insure sustained 
adjustment of severely and persistently disabled mentally ill 
persons. For this reason continuity of care has become a common 
service goal. Case management has been promoted as a way to 
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increase continuity of care. Case managementis generally consid- 
ered to comprise 5 related functions: 1) assessment of patient 
needs, 2) planning service strategies in response to those needs, 3) 
linking clients to appropriate services, 4) proactively monitoring 
client progress and detecting changing needs, and 5) acting as an 
advocate for clients with other community agencies. While plan- 
ning a patient’s treatment must involve a physiciarm or other 
mental health professional, case managers are often nonprofes- 
sionals whoare trained for their specific role in the service system. 
The expectation that case managers will carry out most of their 
work in the field rather than in an office may itself be an asset in 
maintaining the accessibility and continuity of care. 


Though the concept of case management has received much 
attention from the leaders of public mental health programs, there 
has been little careful study of its efficacy. The controlled trials of 
community treatment mentioned above examined programs that 
incorporated these case management principles, but the pro- 
grams studied were generally more specifically designed than the 
usual “case management” programs in public care systems in the 
United States. Results of several case management demonstration 
projects have favoured case management, but limitations in de- 
sign restrict the value of these studies. The first randomized cost 
effectiveness trial of case management of which we are aware was 
published in June 1987. It found negative results, but serious 
design problems obscure the generalizability of the finding. Case 
management is likely to be a topic of considerable research 
activity in the next several years. 


There have been only two studies of total service systems. A 
seminal early study was a comparison of two treatment systems 
in England that was carried outin 1960-61 by Grad and Sainsbury. 
One locale had a “community service” that emphasized home 
care, and showed a lower rate of hospitalization and shorter 
inpatient lengths of stay, but higher burden on the families of 
patients. This finding raised considerable anxiety about the effects 
of deinstitutionalization on family burden. However, the higher 
burden was not characteristic of families of schizophrenics in the 
Grad and Sainsbury study, but of families of patients with less 
serious disorders (who tended not to be served in the community- 
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oriented service system). A more recent study compared the cities 
of Vancouver (in the province of British Columbia, Canada) and 
Portland (in the state of Oregon, USA). Vancouver has a much 
more developed aftercare system supported by Canada’s univer- 
sal health insurance system, and showed somewhat better follow- 
up outcomes in a sample of recently hospitalized schizophrenics 
than did Portland. These two studies are only a brief beginning of 
what can be useful line of research. 


Applications to India 

Itis a bit presumptuous of the authors, who lack any experi- 
ence in India, to suggest applications of these research findings to 
communities in India. The discussions during the 1987 sympo- 
sium were helpful, however. 


The overriding issue in service planning in India is that 80% 
of the population lives in villages of less than 1,000 inhabitants 
where medical care is rudimentary and psychiatric care is largely 
nonexistent. Demand of psychiatric care is presently low in rural 
areas, but epidemiological work suggests that the prevalence of 
Severe mental illness is as great in the rural areas as in the cities. 
Therefore much current thinking is understandably focused on 
how to provide useful services to the villages. Because there are 
few trained psychiatrists and other mental health personnel and 
the existing institutional infrastructure isin the cities, anattractive 
approach has been to start by improving case-finding skills of 
primary health care workers. Existing mental health care workers 
can then respond to referrals of severely ill patients and use the 
primary care workers to carry out aftercare. In this way the efforts 
of existing mental health professionals can be spread efficiently 
over this vast unserved population. 


Resources are not yet in hand to implement even this modest 
plan exceptin demonstration sites. Asmore mental health person- 
nel are trained and as the economic heal thof India improves, India 
may make great progress toward this goal. The likely conse- 
quence of successisa greatly increased demand for inpatient care. 
Once severely ill patients are identified in locations where they 
cannot effectively be treated, there will be pressure to treat them 
in mental hospitals far from their villages. 
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Factors other than need may also promote expansion of 
inpatient capacity. Mental hospitals often seem simpler to build 
and operate than community based services. There are also attrac- 
tive aspects of hospitals for mental health professionals. Educated 
professionals prefer to live in or near urban areas, and hospital 
practice, by making efficient use of clinician time, is likely to be 
financially profitable. Thus the motive of personal profit, and 
other economic or “market” forces, may tend to drive mental 
health services for villagers toward urban hospital-based rather 
than community-based practice. India has already experienced a 
dramatic effect of such unintended market forces in the recent 
expansion of inpatient psychiatric care in general hospitals, an 
expansion that we understand has taken place in the absence of a 
central plan or policy goal. This fact alone should be a warning 
that India might inadvertently make a major new investment in 
mental hospital capacity in the foreseeable future. 


However, an unplanned major expansion of inpatient psy- 
chiatric care capacity carries several risks. Investmentin buildings 
and large staff groups tied to a particular geographic area is 
relatively inflexible. Buildings have a useful life that can extend to 
a half century, but major changes in mental health care can be 
expected within one or two decades. Improvements in our under- 
standing of the biological aspects of mental illness will probably 
lead to much more effective treatments or even the prevention of 
some disorders that currently consume massive treatment costs 
and result in great personal pain, family burden and lost produc- 
tivity. These developments will make community based care 
increasingly more feasible and cost effective, relative to hospital 
care. Even without such developments, future research on com- 
munity based models of care will probably identify approaches 
that are practical and cost effective even now. These possibilities 
might usefully be considered in planning future expansion of 
inpatient psychiatric care capacity. 

In the West there is great interest in community models of 
care for the severely and persistently mentally ill. The research 
findings on family interventions in schizophrenia® may be more 
broadly applicable in India than in the West, due to the larger 
available network of extended family and village acquaintances 
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providing social support for persons who are mentally ill. A 
relative lack of mobility of village residents may also strengthen 
potential social support networks. It is logical for the National 
Mental Health Programme to capitalize on these family and 
community supports. Urban hospitals care might replace much of 
the current investment by families and village communities in the 
care of the mentally ill. While this may bea desirable reduction in 
family burden, the cost of replacing existing family care in the 
villages would be very large. Finally, there may be unique oppor- 
tunities for services research that tests the cost effectiveness of 
some of these community service approaches in urban and rural 
settings in India. Such studies could have interest beyond India. 
If the types of interventions found cost effective in the West were 
shown to apply to India as well, the generalizability of these 
findings would be greatly enhanced. If major changes must be 
made in western service models in order to achieve cost effective 
community mental health care in India, such findings could help 
to identify the common core elements that are important regard- 
less of cultural setting. By attending to the possible international 
significance of such research, it may be possible to attract research 
resources from the West to help identify the unique approach to 
mental health services that best suits the Indian situation. 
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SESSION IV 
DISCUSSION 


Prof. Shridhar Sharma 


Introduction 

At the outset I would like to express my tribute to the 
organisers of this Indo-US Symposium on Community Mental 
Health for organising this significant symposium and for provid- 
ing an opportunity to share some of the ideas on the broad scheme 
of community mental health. 


I have been asked to discuss primarily the two papers pre- 
sented during this session first on “The effectiveness of mental 
health services” by Dr. William A. Hargreaves and secondly on 
“The alternative patterns of care for the mentally ill” by Dr. P.S. 
Gopinath. 


In my discussion I have picked up only a few ideas of interest 
out of a large realm of thinking on the subject of “Alternative 
Patterns of Community mental health”. There are two key words 
which require elaborate elucidation, before discussing these papers. 


The concept of mental health and ill-health 

Mental Health covers an illusive and diffuse field and the 
term itself encompasses a multiplicity of meanings. It can be con- 
sidered as a medical, psychological or a social phenomenon. The . 
medical view of mental health is dominated by biophysiological 
phenomena. The most rudimentary medical meaning of mental 
health is that an individual’s psychic functions are at a level 
deemed satisfactory. For the psychiatrist, optimum mental health 
and severe mental illness are at the poles of a continuum. Mental 
Health is a psychological phenomenon as well as a medical 
pnenomenon. When the “sick-well” continuum dominates the 
medical orientation, the “abnormal-normal” continuum char- 
acterises the psychological approach. The social approach to 
mental health focuses primarily on overt behaviour. The assess- 
ment of mental health according to social criteria may be done by 
measures of performance in social roles. These consist of estimates 
of the extent to which individual follow and respond to a 
community's normative prescriptions and expectations of appro- 
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priate behaviour in roles related to occupation and work, social 
participation, use of leisure and family relations. 


Major societal changes are known toresult in varying degrees 
of personal aberrations and to-day due to rapid and unprece- 
dented socio-technological changes, which are taking place, we 
are faced with greater number of mental aberrations. 


Inastable society, there are relatively clear role definitions to- 
gether with orderly social institutions. The individual can suffer 
rather abrupt changes in role definitions and expectations, quite 
apart from general social change, simply by moving from one 
culture to another or by changing one’s role within the same 
culture. When one is unable to adjust and adopt to the changes, 
varying degrees of aberrations are known to occur and the society 
develops various methods to deal with such problems. In India 
the development of psychiatric services has closely followed such 
socio-political changes. The need for organised mental institu- 
tions to deliver psychiatric health was first felt in the eighteenth 
century. The British East India Company, after establishing itself 
firmly on Indian soil began to feel the need for mental asylums for 
its mentally disturbed British and Indian employees. At that time 
it was felt that what was required from the asylums was to protect 
the rest of the society from individual lunatics. Social change in 
British affected attitudes towards mental health in India in the 
eighteenth and nineteenth centuries. During the latter part of the 
nineteenth century and the early twentieth century there was a 
protest against this type of approach. 


A section of the enlightened public felt the need to protect the 
rights of mental patients and also to provide the care to the vast 
number of mental patients. 


After Independence the need became more apparent and 
there was a greater involvement of not only the psychiatrists but 
also other health professionals to extend and expand these serv- 
ices. 


The need for alternative care was greatly felt after Independ- 
ence. The opening of psychiatric units in General Hospital was a 
part of this need and nota result of any research findings or Gov- 
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ernment policy. This change was also associated by a growing 
need and demand for a fairer distribution for available resources 
to both the rural and the poorer sections. 


The second key word “Alternative Pattern” also need some 
clarification. When we think of the words Alternative Patterns in 
the field of health, five common responses could be usually 
evoked. 


The first response can be described as the “Price response”, 
1.e., the price we pay for an advanced technology for diagnosis or 
treatment of patients. This response is heard most often in the de- 
veloped world but it is also found in developing countries in a 
slightly differing form and tone. 


The second rejoinder whichis most widely found in scientific 
and technical circles is the “fix-it” response. This response is 
_ primarily scientific and technical in nature and will involve more 
technology and not less if found necessary and is based on the pre- 
sumption that there cannot be two different approaches for diag- 
nosis and treatment of the same disease which is seen in devel- 
oped or developing countries. 


The next two possible responses are more radical. The first of 
them, the “away withit” response. The argument used here is that 
the price we pay for advanced technology is far too heavy and we 
have to learn to live either without technology at all or atleast with 
a great deal less or we have to develop appropriate technology to 
meet our needs. 


This response is commonly heard in the scientific circles and 
the health fields. This response claims that new forms of technol- 
ogy and methods can and should be devised to remedy a difficult 
and complex situation. This alternative response is becoming in- 
creasingly common in both developed and developing countries. 


There is however a fifth response which is not technical or sci- 
entific but which is political and radical. It is influenced not by the 
scientific arguments based on research but other political and 
ideological factors. 


Each of these five rejoinders or responses has powerful 
advocates but the choice between them is usually made on moral, 
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political or emotional grounds rather than on logical grounds. 


It is because of this dilemma that situation becomes more 
complex and difficult and we are not able to achieve in reality 
what we preach or plan. 


There are also some other facts which we have to consider 
before we plan “alternative patterns of mental health care”. 


First, the fact that mental illnesses constitute the single most 
prevalent health problem throughout the world including India. 


Secondly, that these illnesses are accorded the lowest priority 
in so far as health care is concerned as compared to other disease 
groups. This fact holds true at all levels of service, including the 
public or private sectors. 


Thirdly, that the proportion of seriously mentally ill patients 
actually receiving treatment is only a small fraction of the total 
mentally ill population. 


Fourthly, the fear, misunderstanding and negative attitude 
and sometimes distinct hostility displayed toward mentally ill is 
far greater than that toward other disease groups. 


Fifthly, we do not have adequate facilities, manpower and 
fiscal resources to meet the needs of these patients. 


Sixthly, the morbidities are better managed at the initial stage 
thus preventing future complications which demand greater so- 
phistications in means, expertise and money. 


Seventhly, the mental hospital custodial care is not only in- 
adequate but unacceptable in the present day context. 


Eighthly, to meet the vast mental health problems in a coun- 
try like India, the institutional infrastructure of hospitals/build- 
ing oriented programmes can hardly bea solution. Disease is to be 
treated ina community, in fields, factories and homes more in its 
ambulatory phase and not in a state of complication and chron- 
icity. 

Lastly, in view of the above observations the development of 
alternative mental health delivery system in India should be 
based on the existing frame of Indian family and the rural context 
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of India. There is no other way. In this context, it may be realised 
that it is not a question of what we want or what we are interested 
in toimplement our plans, but we must take into account what we 
actually find regarding our resources and not what we expect. 


The alternative concepts like foster care, half way homes, or 
hostels in a community may be possible in one or two cities or 
centres, but their role on a national level is highly limited. 


In view of these hard realities, common sense, and practical 
experience dictate that we can only develop the feasible alterna- 
tives, if we take these hard facts into consideration before we 
suggest alternative patterns. 


Dr. Hargreaves, in his beautiful and exhaustive paper has re- 
viewed various controlled studies and focused his attention on 
inpatient milieu. 


When we discuss about inpatient milieu or length of stay, we 
unwillingly accept that the quality of institutional care is going to 
solve the problem. Ina vast country like India the institutions can 
play only a minimum role and one has to think about other alter- 
natives in the context of the social milieu and available resources. 


The well organised services, using alternatives to hospitaliza- 
tion can cost much less, if used early and may provide greater im- 
provement in symptoms or social functioning. 


Inspite of this need very little work has been done in this 
direction and there is a need to develop not one but various 
alternative models to meet the varied needs of patient population. 
One should also take into account the cost effectiveness of some of 
_ these models. 


The excellent papers by Dr. Gopinath and Dr. Hargreaves 
bring out some common points and also important findings to 
help us in developing alternatives patterns of care. 


For better understanding we broadly classify the studies into 
the following categories : 


1. Inpatient milieu 
2. General hospital unit 
3. Participation of family 
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4. Length of stay 
5. Alternative to hospitals : 
(a) Residential care 
(b) Outpatient care 
(c) Day treatment 
(d) Community care 
(e) Case management 
6. Total service system. 


Some of the significant observations are : 


1. Inpatient milieu 
Prior to deinstitutionalization clinicians tried to shape vari- 
ous social and environmental aspects of the inpatient ward to 
achieve maximum treatment effectiveness. Some important find- 
ings obtained from the studies are as follows : 


(a) Patients treated in wards with mix of acute and chronic 
patients do better. 


(b) Staff interaction with patient is important. 
(c) Social isolation is harmful. 


2. General hospital psychiatric unit 


Whena psychiatric unit is attached toa general hospital it be- 
comes — 


(a) More approachable and leads to increased availability of 
facilities. 


(b) Less social stigma is attached therefore patients reach hospi- 
tal for treatment in the early stage. 


(c) Families can visit frequently. 


3. Participation of the family 
Family participation in treatment helpsin the following ways 


(a) Family environment is preserved, therefore chances of pa- 
tients escape reduces. 


(b) Ill effect of hospitalization and rehabilitation problems re- 
duces. 


(c) Group sessions with families could be held, where they can 


413 


be told how to deal with the patient for post hospital adjust- 
ment. | 


(d) Family’s coping mechanism strengthens. 


4. Length of stay: 
None of the studies showed that short stay is risky, on the 
other hand, we observed that : 


(a) Short stay is associated with improved social functions with 
little improvement in psychiatric symptomatology. 


(b) Expectation of early discharge seems to be associated with 
reduction in symptoms. 


(c) Risk of rehospitalization remains unaffected by the initial 
length of stay. : 


(d) Shortening of stay lead to shorter lengths of stay during 
readmission episodes. 


5. Alternatives to hospital 
It studied the effectiveness of treatment given and total 
avoidance of hospital, but there are few models which emerge out 
of these studies. | 


(a) Residential care 

Primary health services which aimed to provide health pro- 
motion scheme at home were found tobe quite effective and could 
solve problems of availability, reducing burden of the family. 
Moreover as less stigma is attached, the family found it more 
comfortable to discuss their problems. It was also found to be cost 
effective. Nurses are trained in assessment of clinical condition, 
follow up, enquiry about drug intake and side effects, counselling 
regarding nature of illness, they also gave advice on use of 
positive and negative rewards to bring change in behaviour, 
protecting suicidal patients from danger and how to reason with 
a patient who refuses medication. 


This service is a viable alternative to chronically ill, prevents 
hospitalization and promotes better chance of long term adjust- 
ment. It is cost effective and therapeutically beneficial, in the 
developed world, but their replication in India seems to be limited 
due to high cost of buildings to construct. 
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(b) Day treatment 

This has been studied bothas analternative to hospital and as 
a primary after care. It was found that patients formerly hospital- 
ized can be managed in day treatment with atleast comparable 
outcomes, symptomatic outcomes, but with superior social out- 
comes. Cost effectiveness of these programmes are yet to be 
evaluated. 


(c) Community treatment 
The patients are treated in the field rather than in the clinicin 
a planned way. If these services are well organized, they can pro- 
vide greater improvement in Symptoms or social functioning 
with lesser cost value. These services also focus on crises leading 
to hospital admission. 


(d) Outpatient care 

Several therapies, like psychotherapy, group therapy, train- 
ing of social skills along with medication have shown to be 
beneficial on role functioning. Studies done suggest that merely 
having treatment available is not sufficient, but sustained adjust- 
ment of severely ill patients is equally important which needscon- 
tinuity of care. 


(e) Case management 
(1) For continuity of care this alternative was taken into con- 
sideration. It has five main functions assessing the needs 
of patient. 


(2) Planning service Strategies in response to need. 
(3) Linking client to appropriate service. 


(4) Actively monitoring client progress and detecting chang- 
ing needs, 


(5) Acting as advocate for clients with other community 
aspects. 


Studies done to evaluate the efficacy of case managementhas 
favoured thealternative, but theresults cannotbe generalized due 
to the poor experimental designs, therefore further explorations 
are advisable. 


415 


6. Total service system 

Two studies in this connection were done. A similar study 
was a comparison of two treatment systems - one local, had 
community service that emphasized on home care, but included 
active treatment and day hospital and in the second, community 
after care was given by hospital. The home care service showed 
higher burden on family especially patients with psychoneurotic 
diagnosis. 

Second study was comparison of schizophrenic patient in 
Portland, Oregon, U.S.A. and Vancouver, British Columbia, 
Canada approximately one year following discharge from hospi- 
tal episode. Vancouver has a better developed after care system, 
and showed somewhat better follow up outcomes than did Port- 
land. 

In India facilities like day care system, partial hospitalization, 
half-way homes, vocational training centres are few which help 
only limited number of patients in improving their socialization, 
curing skills, modifying their behaviour facilitating their living in 
the community and finally towards vocational rehabilitation. But 
all these services are so limited to be insignificant. As therural area 
are scattered the need of short placement in centres with living 
facilities, centres where social skills can be taught are required. 
Rehabilitative centres, which can teach social and occupational 
skills will not only be helpful to the patient but also the families. 

_ Lastly, we can conclude that despite of such advances and in- 
formation there still remains a lacunae—a gap - probably due to 
the lack of proper management and ignorance, people are notable 
to make proper utilization of these services. Hence efforts should 
be made to promote awareness among the people regarding the 
availability of the above mentioned facilities,awareness about the 
prevention of mental illness, clarification of the misconceptions, 
which still exist in the society like mental illness is something 
which is something to be ashamed of, mentally ill patients are 
dangerous, mental illness is incurable, etc. 

In India, we already have a model of alternative patterns in 
the form of pluralism of health care systems, which should give us 
useful insights, how such alternatives could be extended to the 
Indian situation. 
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Linda H. Aiken 

The two papers by Professor Hargreaves and Dr. Gopinath 
summarize the growing body of evidence world-wide that com- 
munity based services for the chronically mentally ill can serve as 
effective substitutes for hospital care. Professor Hargreaves re- 
viewed the findings of 45 controlled studies of community pro- 
grams in the U.S., Australia, Canada and England. Dr. Gopinath 
reviewed the growing body of research in India that also points to 
the efficacy of community-based mental health services. 


The conclusions that can be drawn from these studies are 
clear: 


1) that community services are feasible to implement ; 


2) that care in the community is preferred by the patients 
themselves—an important finding to both of our countries 
given our deep commitment to democracy and to the rights 
of individuals ; 


3) clinical outcomes in community care as measured by func- 
tional levels are equal to if not better than those achieved by 
hospital treatment; and 


4) money spent in community services buys more in terms of 
services than the same amount invested in hospital care. 


Despite these consistent and positive findings, bothcountries 
have underdeveloped community mental health services. Dr. 
Gopinath reports that general psychiatric care has become the 
major alternative to long-term care in mental hospitals in India. 
The general hospital is viewed as an improvement over mental 
hospital care because the isolation of both the patients and mental 
health staff that characterized mental hospitals is substantially 
reduced. 


The U.S. has taken the same path of substituting care in 
general hospital psychiatric units for care previously delivered in 
public mental hospitals. For example, the number of patients in 
U.S. public mental hospitals has declined by 75% since 1955, but 
the last available estimate suggests that the chronically mentally 
ill used about 1.3 million days of carea year in general and private 
psychiatric hospitals. The increased use of general hospitals for 
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psychiatric patients, however, has some major drawbacks.' Gen- 
eral hospitals are very expensive in the U.S., witha day of general 
hospital psychiatric care costing twice as much as care ina mental 
institution. While general hospital care in India is currently re- 
ported to be no more expensive than mental hospital care, the 
experiences of all other developed countries suggest that costs 
will rise in India’s general hospitals over time as new medical 
technologies are introduced. 


In addition, long-term patient outcomes are often poor in 
hospital dominated mental health systems. The primary mission 
of general hospitals is to provide episodic care for patients with 
acute illnesses. Hospitals are not well organized to provide con- 
tinuing supportive care for the chronically ill. In the U.S., recidi- 
vismis high among psychiatric patients treated predominately in 
general hospital psychiatric units without a well developed 
community support program.’ Ultimately, the cost of such care is 
also high. Moreover, expensive hospital care depletes the overall 
mental health budget so that there are never sufficient funds 
remaining to expand community services. 


Mental health services policy development in India is at a 
point where critical decisions affecting future patterns of care can 
be made. Central to India’s plan to improve access to mental 
health services is the integration of mental health into the existing 
primary care system. This is a promising and practical approach 
to the vast unmet need for mental health services. Hospital care is 
an important element in the needed continuum of services. 
However, there is a danger that hospitals will become the system 
of care rather than an element, stunting the development of the 
community-based services. 


Although a very convincing body of research is beginning to 
accumulate world wide on the effectiveness of community mental 
health services as alternatives to hospital care, more research 
needs to be undertaken to better understand how these models 
can be adapted for the unique cultural, social and economic 
circumstances in India. Once this has been accomplished, hope- 
fully national policy will encourage the widespread adaption of 
successful community-based initiatives. 
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Vijoy K. Varma 

It is a pleasure to have the opportunity to act as a discussant 
for the session devoted to the important issue of the alternative 
patterns of care for the mentally ill and to reflect upon the two 
excellent papers, by Dr. William A. Hargreaves et al and Dr. P.S. 
Gopinath, respectively. One matter of particular satisfaction is 
that both the papers concerned are excellent and contain a com- 
prehensive and well analyzed review of the literature and the 
issue involved. 


The paper by Dr. Gopinath gives the history of mental hospi- 
talsin India and summarizes the alternative patterns of careasare 
available at present. It is not always fully appreciated as to how 
mental hospitals came into being in India. Mental hospital, as a 
means of providing for the mentally ill, is a rather recent phe- 
nomenon in the history of psychiatry. In an earlier paper, Ihave 
reviewed the history of mental hospitals in India’ drawing upon 
the classical papers of Dr. L.P. Varma. It has been pointed out that 
the concept of mental hospitals has been alien to the country. 
Although there is historical account of kings and noble men 
setting up charitable facilities for the mentally ill, there is no 
mention of anything likea lunaticasylum or mental hospitalinthe 
country’s history till the British came. Even since the contact with 
the British, the lunatic asylums, when they started to be set up, 
were primarily meant for the care and treatment of the British 
soldiers who may get mentally ill rather than for the native 
population. 


Although in thinking of alternative models, this lack of root- 
edness ina tradition of mental hospitals may giveusan advantage 
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in thinking of other models, a question can be posed: Is not the 
institution of mental hospitals or asylums a recent phenomenon 
anywhere in the world ? One of my favourite books is Albert 
Deutsch’s ‘The Mentally II in America”. It has pointed out that in 
the USA, the lunatic asylums came up not primarily for incarcera- 
tion of the mentally ill or to remove them from the mainstream of _ 
the society, but actually to provide a more humane and caring 
atmosphere for them as compared to the brutalities and neglect to 
which they were subjected to by their family members and the 
community. 


Dr. Gopinath’s paper subsequently reviews and deliberates 
the issue of mental hospitalization as a form of treatment for the 
mentally ill. It reviews a number of alternative patterns of care, 
viz., the general hospital psychiatric unit, participation of the 
family, home care, foster care, partial hospitalization and half- 
way homes/hostels and outlines the current efforts by the volun- 
tary organizations in the care of the mentally ill. Certainly the 
most significant recent development in the Indian context has 
been the growth of psychiatric units in the teaching, general 
hospitals, which not only provide for the inpatient and outpatient 
treatment of the patients, but also have come up as centres of 
training and research and have variously assumed leadership 
roles in the community and the profession. Although the country 
did provide some pioneering roles in the participation of the 
family, suited to the local social realities, the actual operation and 
the other alternatives have been meagre in the context of the size 
of the problem at the national level. 


The paper by Dr. William A. Hargreaves and Ms. Martha 
Shumway gives an excellent and thorough review of research re- 
ported to date on the effectiveness of a number of alternative 
strategies. The studies reported are limited to those carried outin 
the USA and certain other technologically developed Western 
nations, a point emphasized by the authors. The approaches 
reviewed include the following : (a) Inpatient milieu (b) Reducing 
the length of hospital stay (c) Alternatives to hospitalization like 
residential diversions (half-way houses, hostels, ‘crisis home’, 
free-standing psychiatric health facility), day treatment, commu- 
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nity treatment and home care (including the training in commu- 
nity living - TCL). (d) After care (following hospitalization) and (e) 
Intensive residential treatment (community lodge, high-expec- 
tancy treatment, community-based sheltered care facilities), day 
treatment, outpatient treatment, case management. 


Total service systems 

A point that has been clearly made out by Hargreaves et al is 
that the outcome of any alternative model and the benefit to be 
derived from it may depend upon the clinical and socio-demo- 
graphic variables of the patient. As patients will differ in these 
variables, there is need for availability of all options—different 
‘mixes’ of strategies. 


One major innovative approach has been the ‘Training in 
community living’ (TCL) of Stein, Test and co-workers. It is 
apparent that this approach has been highly influential and has 
led to a sizeable research output by other workers in different 
parts of the world. 


Although reaching a reasonable conclusion that caring for se- 
verely ill psychiatric patients avoiding or shortening hospital stay 
may be equally or more effective than the conventional hospital 
care. Hargreaves and Shumway caution that ‘it represents a sim- 
plistic concept of community services’. They further plead that the 
traditional distinction betweenalternatives to hospitalizationand 
aftercare following hospitalization is artificial and future research 
should integrate both perspectives. Hargreaves and Shumway 
quote Bachrch as defining case management as the ‘orderly, 
uninterrupted movement of patients among the diverse elements 
of the service delivery system.’ The authors have identified five 
integrated functions of case management and have focussed on 
the controversy between professional and nonprofessional case 
managers as being more cost-effective. 

_A number of issues come to my mind in reviewing the 
material presented by Hargreaves and Shumway. The first issue 
in the assessment of the research, is the issue of bias. In comparing 
the different treatment approaches, if the clinical and the socio- 
demographic variablesinfluence the assignment of the patients to 
the various treatment approaches, naturally the outcome will be 
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so influenced. The outcome may be a function of the clinical 
variable rather than the treatment strategy. In other words, to 
illustrate, if the less sick and better prognosis patients are assigned 
to the ‘alternative’ strategies and the sicker ones to the conven- 
tional, the results are likely to favour the experimental approaches. 


Several points come to mind in trying to see the relevance of 
the reported research to the Indian setting. The first and the 
foremost consideration is to what extent are the available alterna- 
tives available in India and what is its nature and character- 
istics? If these are not currently present, is the social, political, 
economic and professional manpower infrastructure such that 
these alternatives can be developed ? It may be considered a futile 
exercise if the alternatives simply do not exist and it is unlikely 
that these can be developed. On the other hand, the reported 
research can give directions to the desirable future development. 


As Hargreaves and Shumway have rightly pointed out, the 
application of the research should take into account the socio- 
cultural realities. For example, in assessing the inpatignt milieu 
therapy, much emphasis is placed on the democratic process in 
which all patients participate in the decision making.It may be 
that in India, not only such a democratic process may not be 
desired by the patients, they may actually wish fora more authori- 
tarian approach with the staff assuming the role of the benevolent 
autocrat. 


It has been clearly pointed out by the authors that early 
discharges can succeed only if the aftercare is good. They have 
developed the concept of ‘proactive’ approaches to the commu- 
nity care. The outcome of early discharges may be superior ‘given 
that aftercare is proactive and continuous’. What about a country 
like India where most communities lack this proactive ap- 
proach ? What abouta ‘community lacking adequate capacity or 
quality in such facilities’ ? This must be carefully considered 
before plunging into a decision. 


In discussing the outpatient aftercare treatment, Hargreaves 
and Shumway point out that drug non-compliance may not be as 
large a factor as generally believed. They discuss the relevance 
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and role of individual and group psychotherapeutic approaches, 
sociotherapy and psychoeducational family interventions. In the 
context of India, it seems to me that drug non-compliance may be 
a larger problem here. I have discussed in a number of publica- 
tions special problems attendant upon the practice of psychother- 
apy, at least the conventional Western approaches. In India? and 
in the absence of workable alternative models suited to India, role 
of psychotherapy is possibly still less in the Indian context. In the 
same way, there may be significant differences in expressed 
emotions (EE) between the West and India. There has been a 
welcome increase of literature on EE which I shall not go into. In 
our follow up of patients of the WHO ‘Outcome of Severe Mental 
Disorder’ cohort (currently there are very few patients, especially 
in the rural cohort) where you canrate the key relative as showing 
anything other than a normal emotional involvement with the 
patient as rated on the Disability Assessment Scales. 


It is possible that in view of the well known documented 
better course and outcome of most severe mental illnesses in India 
_ (asalso in the other developing countries), the length of hospitali- 
zation can be accordingly limited. The average length of hospitali- 
zation in most general hospital psychiatric unitsin Indiais around 
20 to 40 days. In the United States, of course, the length of inpatient 
care is possibly very much related to such extraneous factors like 
the policy and structure of hospital insurance and other sources of 
financial support. The cost of hospitalization has increased in the 
US tosuchan extent thatitisimpossible for someone to personally 
bear it. 


We, in India are, of course, still battling with much more 
primary and basic issues and problems. These problems and con- 
siderations as regards the total mental health programme are 
related specially to the topic of the present session namely the 
alternative patterns of care. The first and the foremost problem is 
ofnumbersas regards the health manpower and infrastructure. In 
our country, we have approximately 1,500 psychiatrists for a 
population of 800 million people. Manhattan, New York, boasts 
over 100 psychiatrists per 100,000 of population. Ann Arbor, 
Michigan, had 140 psychiatrists in mid 1960's for the then popu- 
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lation of 70,000. Even at the national level, in the United States 
there are over 30,000 psychiatrists for a population of 230 million. 
At the present time, in India we are adding perhaps 60 to 70 
trained psychiatrists every year. The situation regarding clinical 
psychologists and other non-medical professionals is also not 
different and not better. It is obvious, accordingly, that the prob- 
lem of number is enormous and there is no reasonable likelihood | 
that we shall ever reach the patient - professional ratio comparable 
to what is obtained in United States and the other Western coun- 
tries. As] have earlier pointed out, it is quite obvious that simply 
fully-trained, modern (MBBS) doctors cannot be adequate for pre- 
ventive and curative care. The problems of numbers and distribu- 
tion are so gross and apparently insurmountable that it is not 
likely that they will be adequate for the task at hand‘. 


We may further keep in mind that, even in the United States 
there are large pockets of population where the health manpower 
situation is no more favourable than in the developing countries. 
No matter how you lookatit, the question of numbers is such that 
itbecomes meaningless even to talk aboutit. Accordingly weneed 
to develop different models of extending the mental health care. 
United States like some other countries has been the pioneer in 
many ways in developing the psychiatric care. 1960’s saw the 
development of community mental health centre in the different 
countries and the United States. It has become obvious that this 
approach has not really fulfilled the earlier hopes and promise. 
There has been a thinking away from similar community based 
psychiatric facilities. It is not implied by any means that commu- 
nity based psychiatric facilities will be a failure in India also. The 
differences in the social structure are so great that the two situ- 
ations are not at all comparable. United States has developed asa 
highly individualistic society where the doctor patient relation- 
ship has traditionally been dyadic in nature. On the other hand, in 
India health care has always been considered to be the responsi- 
bility of the state and socio-political authority, to be made avail- 
able for all citizens. 


It must however be kept in mind that although extension of 
health services to the rural areas is very much needed to make 
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quality health care available to a large segment of the total 
population, there is need to go for quality health care rather than 
for programmes which are apologies for health care. Dr. V. Ramal- 
ingaswamii, till recently the Director-General of the Indian Coun- 
cil of Medical Research, had this comment to make: “It (basic 
health care) should not mean the kind of care the poor in rural 
areas and urban slums receive in many parts of the world where 
physicians make sporadic visits and paramedicals are left to fend 
for themselves unsupervised, unsupported and immobile, with 
insufficient drugs and supplies” ° 


In planning for the mental health care, we need to carefully 
ascertain the goals and objectives and work towards that. Simply~ 
trying to copy the Western models is not likely to solve our 
problems. As a matter of fact, we can take advantage of the 
experience of the Western and other countries. Sociologists talk of 
what they call the technological lag. By being behind other coun- 
tries, we do have the advantage of taking lessons from their 
experience so as not to repeat their mistakes. 


A number of socio-cultural factors are very important in 
trying to workout the nature and the structure of healthcare in the 
country. In India, we have a mixed system, financed partly by the 
state and partly by the private sector. A number of practitioners 
belong partly to both the sectors and the patients are also able to 
shift their need for support between one sector and the other. In 
the same way, the family structure is very important in the 
development of the health service system. One aspect of the 
family structure is the fact that the United States has developed 
into a highly individualistic society with a high premium on 
success and comformity. The American society has been highly 
intolerant of deviance and of failure. People are supposed to look 
after themselves and that applies to the sick persons also. In India, 
as indirectly pointed out by Hargreaves and Shumway, there is 
large scale unemployment. In my experience in the rural setting, 
I find that in addition to plain unemployment, there is alsoa large 
scale of under-employment. One other interesting aspect is that 
there is a relative lack of concern over unemployment or under- 
employment. Neither the patients nor their relatives seem to be 
concerned very much regarding unemployment. 
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Ihave written elsewhere reflecting upon the general philoso- 
phy regarding the health services for rural India*. There are 
important compelling considerations for extending the general 
and mental health care to the rural and to the urban poor. People 
differ in their perception of illness and their treatment-seeking 
behaviour. Two equally ill individuals may approach very differ- 
ently in terms of obtaining help. Itis well known that many people 
lack the expertise and the skills required to optimally seek treat- 
ment. Examples are offered how a person suffering from visual 
handicap on account of cataract continues to do so even when an 
excellent treatment facility is within walking distance. The ques- 
tion is, what is the role of the state when the patient is not able to 
properly appreciate his illness or to have the necessary intellectual 
and other capabilities to seek help for it. One may question, why 
should we psychiatrists who are already very hard pressed look- 
ing after the patients who reach our door steps go around looking 
for more problems ? However, ‘is one’s claim as a member of a 
society to be determined by his ability to pay and his treatment- 
seeking behaviour ?”. 


The present session has amply documented that there is a 
great need for thinking of the alternative models of care for the 
mentally ill persons. Mental hospitals serve some useful func- 
tions, but it has also been documented that they may have unde- 
sirable consequences on the health of the patients. Accordingly, 
alternative facilities and programmes must be considered. The 
papers have demonstrated that a number of alternative program- 
mes can be effective but there is a need for availability of several 
types of programmes to suit the different types of patients. Fur- 
thermore, the necessary infrastructure should either be present or 
can be developed in the society for the alternative programmes to 
work. One may question, what is the use of talking of the alterna- 
tive models in the Indian context when we know fully well that 
they are not present. How can we utilise an alternative model of 
care when the necessary infrastructure simply does not exist. On 
the other hand, the available research from other countries may 
help to guide us in developing suitable alternative models with 
promise of success. The alternative models must be carefully 
considered in the light of the social structure of the country. The 
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alternative models may actually be the single most important 
factor in the development of the total community mental health 
programmes. 


Summary and Conclusions 
1. Alternative to hospitalization and aftercare are central to 
community mental health care and represent some of the — 
most important issues in its organisation. 


2. Benefit to be derived from a particular model or approach 
may depend upon the clinical and sociodemographic vari- 
ables of the patient. Hence, the need to have all options 
available for various cases. : 


3. Research on alternatives /after care need to be interpreted in 
the sociocultural context of India. Many models are neither 
available nor likely to become available in India in the fore- 
seeable future. However, reported research canberelevantin 
giving direction to future development. | 


4. Socio-cultural differences, e.g.,Inimprovement, and in toler- 
ance of unemployment, hon-conformity, failure, deviance 
and expressed emotions should be taken into consideration 
in health delivery planning. 


5. Better course and outcome of severe mental disorders in 
India should be taken into account in planning hospitaliza- 
tion and aftercare. 


6. Community based health Services should be ‘proactive’ and 
possessing adequate and desirable capabilities, so as to hel p- 
fully avoid or abbreviate hospitalization. 


7. In terms of health manpower, the problem of numbers and 
distribution in India is so great as to be insurmountable for 
the existing Western models. It would bea serious mistake to 
directly follow the mental health delivery models of the 
western countries. Development of health manpower, beds 
and other facilities should take into account the appropriate 
model. 


8. Availability and utilization of health facilities by the popula- 


tion should not be limited by the individual's perception of 
illness and his treatment-seeking behaviour. 
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- Community mental health planning should aim at quality 
health services, not simply an apology for health care. 
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FLOOR DISCUSSION 


Dr. Keith Gomez 

Dr. Mechanic pointed out that the transformation of psychi- 
atric care would have been impossible without the expansion of 
welfare services in the middle 1960's. However, the most impor- 
tant of such services were not directed at mental patients. If thisis 
so, how feasible is the suggestion of Dr. Gopinath of establishing 
half-way homes, hostels etc., given that the social welfare services 
are extremely limited, isolated and sporadic in India. In addition, 
social welfare takes a low place in budget allocation in India. 
Instead, can we train psychiatric personnel to utilize the rich 
potential of the Indian family. Family as a resource is so much 
extolled by mental health professionals in the West. 


Dr. Gopinath P.S. 

The need for half-way homes, in spite of families being 
available as a resource, arises from the fact that our family system 
is fast changing. We should not be caught unprepared for a 
situation in which we have neither the hospital system and the 
families nor any alternatives. It is important to recognise that we 
cannot stop social change. 


Dr. Bhaskaran K. 

It is heartening to note that there are numerous viable alter- 
natives to hospitalization. Research into seeking new models of 
service delivery is as exciting as it is innovative. My faith in 
alternative models of service delivery stands confirmed. What 
surprises me is that though several studies have established that 
community-based services like partial hospitalization, home-care 
etc. are as good as hospitalization and residential care and the 
cost-effectiveness of these have been established beyond doubt, 
there isnot more interest in examining the potential of psychiatric 
hospitals as treatment centres - may be with some additional 
services and more informed administrative practices. For ex- 
ample, is it possible to conceive of a psychiatric hospital with an 
open-door policy run along the lines of a therapeutic community 
with energetic therapeutic programmes ? Services could beadded, 
like social skills training and active social and vocational rehabili- 


429 


tation along with psychvueducational programmes for the fami- 
lies, with the goal of preparing the patient for ultimate discharge 
right from the time of admission. Similarly, can we involve the 
family right from the time of admission in the total care and 
rehabilitation of the patient. In other words, is it possible to 
conceive of a psychiatric hospital as one more facility in the 
spectrum of community based facilities, which has its own merits 
(like several services under one roof and not letting the patient slip 
out of the services system) and which provides services for new 
chronic patients for whom the community based services have 
proven to be inadequate and inappropriate. This will also avoid 
the devastating effects and problems of deinstitutionalization 
without discrimination. In other words, it might be right to 
condemn the psychiatric hospitais as total institutions, but to 
condemn them altogether as useless service delivery systems is 
like throwing the baby with the bath water. My next question is to 
Dr. Hargreaves. Have any attempts been made to ascertain the 
feelings of the families and communities at large, in a systematic 
way, about the new found enthusiasm for alternatives to hospi- 
talisation and the possible new burdens they would carry ? I am 
asking this question because some surveys carried out have found 
a high degree of dissatisfaction with the help families are getting 
from professionals in the mental health field. Is this a reflection of 
the inadequacies and inappropriateness of community based 
services to relieve the burden on the family members ? 


Dr. Kapur R.L. 

Dr. Bhaskaranis very prudently asking for analternative role 
for the mental hospitals without abandoning them altogether. I 
would like to add that in India there is room for any kind of 
experiment. If you try any new experiment, there are buyers, so 
anybody who is interested in this approach will certainly find 
support to carry it out. 


Dr. W. Hargreaves 

Is there a group of patients for whom the hospital is the 
treatment of choice ? This is a question which is being actively 
discussed in the U.S.A. Ihave myself been part of this controversy. 
It remains to be shown that there is a group of patients who 
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differentially benefit froma long term hospitalization. There are 
some patients, of course, where you do not have any choice. They 
are too assaultive, they are too difficult to be managed and they 
must be ina secure facility which means either in a prison or ina 
hospital. There are clinicians especially associated with private 
hospitals who have, I suspect, vested interest in justifying longer 
lengths of stay. They are arguing that we may be throwing out the 
baby with the bath water. Certainly there may be groups of pa- 
tients whoare best treated in the hospital. But all we can say is that 
it remains to be demonstrated. | 


The next question of whether families are enthusiastic about 
alternatives to hospitalization is a complicated question. Obvi- 
ously, families have different views at different times. Based on 
my clinical experience, I know that at times of acute crisis they 
want their ill family member ‘out’. At those times they cannot 
cope, they are demoralised and they wanta professional’s help to 
give them respite from the burden of the ill person. However, they 
change over time. The position of the organisation of parents of 
the mentally ill in the U.S.A. which Dr. Lefley mentioned is that 
the family should not be considered the primary caretakers. This 
position is expressed by a large group of parents and they do not 
like certain aspects of the way we are heading in community care. 
So it is a controversial question; we need to continue to examine 
this. 


Dr. R. Raghuram 

In this field we need to address ourselves to some myths. The 
first myth I can think of is that professional alternatives are better 
than social alternatives. Let me illustrate this point. It has been 
said that schizophrenia has a better prognosis, shorter course and 
good outcome in our country compared to the USA. If this has 
happened with minimal professional input, it augurs well. Logi- 
cally, this means that there are better ways and alternative ways 
of coping with schizophrenia in our country. So, we don’t have to 
really impose alternatives. We need to augument the alternatives 
already existing in the community. The second myth is the use of 
the term ‘alternative’ in developing countries. I personally think 
that the term ‘alternative’ isa romantic notion because we refuse 
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to come to terms with what is known as “Scull’s dilemma.” 
Professionals say that hospitals do not do good and alternatively 
the communities seem to need hospitals. This is especially so in © 
our country where there is a role for mental hospital. Addressing 
Dr. Bhaskaran’s argument, the model that has evolved is the 
“hide-system” of delivery as it was propounded by Peter Tyrer. 
This system rivals the mental hospital, general hospitalpsychia- 
tric unit and social worker as the model for delivery of mental 
health care. The third myth I would like to comment on is that 
alternatives are cost-effective. An isolated experiment may be 
cost-effective, but if this experiment is extrapolated into national 
_ policy, very often it does not prove to be cost effective. All three 
myths have to be taken care of before we go further in instituting 
alternatives. 


Dr. Vijaya Nagaswami 

I endorse the concept of multiple levels of aftercare. How- 
ever, for the program to be meaningful, we will have to have 
different programs for the young chronic, for the less than chronic 
and for the really chronic mentally ill. This is in line with the 
format of “Thresholds” in Chicago with both a regular program 
and a bridge program for the recidivist. If we centralise the reha- 
bilitation services it will lead to trouble. Finally, considering the 
fact that the community has handled their mentally jll fairly effec- 
tively all these years, I have one provocative question, namely : 
“Why don’t we leave the community alone” ? 


Dr. Hargreaves W. 

Why not leave the community alone ? The perceptions that 
high-expressed emotion is not very common in Indian families 
and the results of the WHO study showing that developing 
countries have a better outcome may mean that certain selected 
kinds of benign neglect should be the treatment of choice. It may 
be that the benefits of community programs in this setting are 
greater as compared to the western setting where the family 
structure is different. I agree with Dr. Aiken’s comment in this 
matter, and I hope that the developing countries will be able to 
utilise all of the research that has been done in the west without 
needing to repeat experiments. Important questions like these 
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will need to be addressed at some stage in developing countries to 
see whether western experiment results will apply here. 


Dr. Mechanic 

[have a question for Dr. Varma. Dr. Varmais absolutely right 
in his suggestion that the Indian Mental Hospitals resemble no 
mental hospital in the USA. This is also true of general hospitals 
in many respects. The issue that I have for him is : the experience 
around the world suggests that with economic development, 
technology and science drive the way in which the hospital 
emerges. So that, with economic development, hospitals look 
more alike in varying countries than they do before eonomic 
_ development. I was wondering whether you really think that 
since India moves slowly economically, will its hospitals have a 
different character and not be influenced by science and technol- 
ogy, as they are in many countries throughout the world, both 
developed and developing countries ? 


Dr. V.K. Varma 

For this specific question, I do not have much information on 
whether economic development will bring about a change in the 
Indian hospitals so that they will resemble Western hospitals. I 
think that mental hospitals are different not only due to social 
structure but also because of differences in the manifestations of 
mental illness. The kind of disorganised manifestations you see in 
India, you do not see very often in the USA. 


Dr. Lefley, H 

I thinkitisimportant to thinkin terms of projections and what 
is going to happen in the future. We are not going to have a speedy 
cure for schizophrenia and other major psychiatric disorders in 
the near future. If Dr. Sethi is correct that the joint family is 
disappearing, then the issue of family care is a moot one because 
it is not going to be viable alternative. 


What struct me in visiting the day treatment program in the 
half-way house yesterday was the lack of involvement of families 
except in educational programs. In developing resources, what 
we found in the USA was the development of the family move- 
ment. Now, I understand there is a difference in grass-roots 
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organisations and so forth in India. Nevertheless, what Isaw was 
a groupof dedicated and affluent ladies, the Friendsof NIMHANS, 
doing charitable work very much resembling the Mental Health 
Association in the USA. Yet there was no family member repre- 
sented in that group. What we have seen happening very rapidly 
in the USA is the development of a family constituency that is 
taking over the development of resources. That is something that 
may have to happen in the developing countries, beginning with 
a small group of educated people, the way if happened in the 
United States. We are going to have to utilise this resource in the 
future, if we are to develop a viable system of community care in 
the future. 


Dr. Kapur R.L. 

I have been involved in the community mental health move- 
ment for a few years. As has been mentioned repeatedly, we in 
India have not had the luxury to experiment very carefully with 
various kinds of projects. The sheer urgency of helping the men- 
tally ill has taken us headlong into new programs, which have 
been partially tested out. A lot of assumptions have been made in 
this process. It is possible that such aggressive strategies in favour 
of new programmes may take us to a point when we suddenly 
realise that these programs are not so helpful or perhaps even 
dangerous. At that point we would have gone too far to turn back. 
We have to be careful about such a thing. I would like to take a 
simple example of slogans we often use and we consider harmless 
but which have great implications. For eg., a slogan like “Mental 
illness is like any other illness”. This slogan is very popular 
amongst mental health professionals and it has its uses. It encour- 
ages people to go to a doctor and this is a good thing. But, mental 
illness, as we know, isreally not likeany other illness. Once we sell 
this statement in this particular form, there are going to be 
demands made on the medical system such that we will have to 
work at things for which we are not trained. We have to be careful 
about that. Take, for example, the rural experiments which are 
taking mental health care to primary health centres. This will 
affect and perhaps disrupt traditional socio-cultural support 
systems. I am talking of the vast infrastructure of traditional 
healers who exist in our country. Some of our guests may not 
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know that we have at least one traditional healer for every 500 
people. By promoting our program with missionary zeal, which 
in-some ways is a good thing, we might end up marginalising 
these people who are not only healers and providing psychiatric 
and medical help but also are the repositary of our cultural 
heritage in many ways. 


We have known military invasions in our country, we know 
of economic invasions and I am afraid this may turn out to bea 
cultural invasion of our country. Whether we like it or not, the 
PHC system of our country, even in rural areas, is essentially a 
western system. This will disrupt not only traditional healing but 
also many of the traditional values which exist in our culture. lam 
not saying that this is necessarily a bad thing. But let us be careful. 
Along with missionary zeal, let us have philosophical prudence. 
I would also like to say that when these programs have been 
evaluated, the evaluators should be different from those who are 
selling these programsi.e., us, the mental health professionals. We 
are predisposed to say that our own programs are good things. 
Weall know research how easy it is in research to convert facts to 
the way we would like to think. I hope that when these programs 
are evaluated, there are sociologists, anthropologists and philoso- 
phers involved to see how much good and perhaps how much 
damage has been inflicted by all these programs. Thank you very 
much. 
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Planning of Mental Health Services for 
Children and Adolescents: 
Social and Cultural Considerations 


Maria Kovacs 


In order to understand the inadequacy of mental health 
services for children and youths and to facilitate plan- 
ning and development, this problem area is addressed 
from the perspective of the mental health professional 
and the point of view of public policy. It is argued that 
issues about mental health services for juveniles can 
only be understood from a historic perspective that takes 
into account evolving attitudes to childhood and chang- 
ing opinions about emotional disturbances among juve- 
niles. From the point of view of the mental health profes- 
sional, planning of services should entail alternative 
ways of defining the problem; innovative methods of 
case identification; determination of the suitability of 
services; and provisions of access to services. From the 
viewpoint of public policy, several factors must be taken 
into account including legislative and political process; 
publicopinion about the nature of mental disorders; and 
the agendas of constituencies and advocacy groups that : 
drive public policy. It is argued that the inadequacy of 
mental health services for juveniles is partly a reflection 
of their lack of powerasa constituency and that decisions 
as to who should represent their interests involve politi- 
cal and moralissues. Finally, itis suggested that commu- 
nity-based and school-based service delivery and more 
extensive utilization of paraprofessionals shouldbe given 
greater consideration in order to improve mental health 
services for youths. 


| INTRODUCTION 
Early in 1987, the Office of Technology Assessment (OTA) of 
the United States Congress released a background paper on 
“Children’s Mental Health: Problems and Services”'. It was con- 
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cluded that a huge gap exists in the U.S.A. between the population 
of children and adolescents who need mental health care and the 
number who actually receive it, and that whereas there appear to 
be shortages in all forms of mental health care, community-based 
services are particularly wanting. It was also pointed out that a 
much better coordination has to be developed across the various 
service systems. The report was compiled in response toa request 
by the Senate’s Appropriations Committee. 


As the OTA report points out, in the USA, concern about the 
lack of adequate mental health services for juveniles is not new. 
Such concerns were expressed by a Joint Commission on Mental 
Health as far back as 1969 and were echoed by subsequent 
commissions and Presidential Task Panels'. The purpose of the 
present article therefore, is to examine historical and cultural 
factors that may account for the slow progress in this area and to 
suggest avenues for change. 


It will be argued that in order to understand the inadequacy 
of mental health services for children in a country such as the 
U.S.A. (which certainly has the resources to meet the need) and to 
plan and develop services in some areasina country suchas India 
(where resources may be quite scarce), two issues must be taken 
into account : the perspective of the mental health professional 
and prevailing public policy and opinion. Because both profes- 
sional and public opinion operate within a cultural context, italso 
becomes necessary to appreciate evolving attitudes to childhood. 
Such an historical perspective is pertinent because it lays bare the 
subordinate role and powerlessness of the child in the society and 
highlights cultural constraints which limited any interference 
with parental authority concerning the child. 


A Brief Historical View on Childhood and the Disturbed Child 

It is fitting that in this Indo-U.S.A. symposium on Commu- 
nity Mental Health, issues concerning children and adolescents 
have been grouped under services to Special Groups. According 
to the United Nation’s Declaration of the Rights of the Child, 
adopted in 1959, juveniles are special because they are vulnerable 
and they require societal protection. The declaration states that 
the child “by reason of his physical and mental immaturity, needs 
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special safeguards and care,” including “special protection..... by 
law and other means.” In order to develop “in a healthy and 
normal manner,” the child also “needs love and understanding,” 
free education; and protection from “neglect, cruelty and exploi- 
tation.” And the child who is “physically, mentally or socially 
handicapped” should be given treatment and special care.” 


Nowadays, the foregoing sentiments are widely accepted. 
Likewise, it is generally acknowledged that childhood experi- 
ences are important in the development of the individual and in. 
the evolution of society In the USA, for instance, there are 
_ Numerous state and federal laws that assure the “rights” of 
children and offer them special protection. 


Atthe same time, the inadequacy of mental health services for 
juveniles can be partly explained by the fact that the special needs 
and vulnerabilities of children have only been widely and pub- 
licly acknowledged in the last six to seven decades. The truth is 
that, beliefs concerning the psychological and developmental 
importance of childhood have only a short history in the annals of 
western society. Although a detailed chronology of changing 
attitudes to children and youth is beyond the scope of this article, 
a brief historical overview of the area is necessary. 


Up until the turn of this century, in most countries children 
had no rights and no special public status protecting them. Addi- 
tionally, psychologic and constitutional differences between chil- 
dren and adults were not formally recognized for millenniums; 
for instance, the first textbook of paediatric medicine did not 
appear in England until the mid-1500’s.4 Children’s welfare was 
entirely subject to parental authority; they constituted property or 
chattel**. Indeed, historical records are notable for the almost total 
absence of descriptions of childhood and the process of growing 
up”. 

Consistent with the lack of social and legal rights of juveniles, 
both in the ancient world and in more recent history, the father 
had the right to make proprietal decisions about his children. As 
Despert! noted, things got so bad in France, that in 1556 an edict 
was passed which called for serious penalties in the case of 
infanticide of neonates. Historians have also suggested that the 
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high rate of child mortality was partly due to neglect and lack of 
supervision of toddlers and young children.° 


It should come as no surprise, therefore, that the concept of 
“emotional disturbance” as applied to children is quite recent 
and child psychiatry as a subspeciality only emerged around the 
1920’s*. Children with emotional and mental disturbances before 
that time were most likely not recognized, but if they were, 
prevailing explanations of mental illness were probably applied 
to them too. 


For example, there are reasons to believe that cognitive and 
emotional handicaps secondary to mental retardation (particu- 
larly inconcert with physical abnormality suchas hydrocephalus) 
were identified early in history. As reflected by ancient folklores, 
such disabilities were most likely attributed to parenting by 
“nature demons” which rendered the afflicted child “subhu- 
man”.’ With the spread of Christianity in the Western world, such 
handicaps came to be seen as due to Satanic influences’ even the 
infant was not safe from this notion. Thus, the emotionally dis- 
turbed child was probably viewed as “possessed” or as intrinsi- 
cally “wicked”. 


- 


Around the 18th century, attitudes toward children appar- 
ently started to change. For example, early attempts to try to 
understand disturbed behaviour among them resulted in a two- 
fold classification; the child who was out of line was either “insub- 
ordinate or guilty,” thatis, either “incorrigible” or “wicked” 4 The 
social welfare needs of juveniles were also beginning to attract 
attention. For example, in the mid 1700's, a law was passed in 
Sweden which sought to assure “child-health services” 8 Shortly 
thereafter, a decree was enacted in Denmark which required 
fathers to contribute to the financial support of their young, 
illegitimate offspring’. As the 18th and 19th centuries progressed, 
further changes took place. It was being recognized that incorri- 
gible or delinquent juveniles should be handled separately from 
adult offenders. In France‘ and in the late 1890's in South Australia 
and in several states of the U.S.A.‘ juvenile courts were created for 
underage offenders. However, these advances were promulgated 
by philanthropists and jurists and not by psychiatrists*. 
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Although as part of his contribution to psychiatric nosology, 
Kraeplin did tie dementia preacox to the pubertal years, this 
apparently had little effect on attitudes toward mentally dis- 
turbed youths.* It was not until the turn of the century when, on 
the behest of the Paris school authorities, Binet and Simon devel- 
oped measures of individual abilities, that children became the 
focus of public policy in several nations (in addition to the 
Scandinavian countries already noted above). Inthe U.S.A. much 
of this emphasis remained centered on academic achievement 
and social adaptation, which together with input from the juve- 
nile justice system and the emergence of social casework, came to 
form the beginnings of the child guidance movement. Although 
parental authority over the child was not challenged, the welfare 
of juveniles became increasingly a matter of social concern. 


In the late 1910’s and early 1920’s in the U.S.A. divisions of 
child psychiatry started toappear,and rather novel concepts were 
put forth concerning environmental and familial contributors to 
early maladjustment” Thus, the social and cultural climates were 
now more favourable to recognizing the special mental health 
needs of children. However, from an historic perspective, sixty or 
so years are barely sufficient for the development of a service 
delivery system for problems as complex as children’s mental 
health. And in many democratic societies, public resistance re- 
mains about legislation which could challenge the right of parents 
to decide about mental health interventions for their underage 
offspring. 


Planning of Mental Health Services for Youths 

A. The Perspective of the Mental Health Professional 

In the foregoing section an attempt was made to highlight 
that children’s special status can be traced to the fact that, in most 
countries, they were historical nonentities till recently, and that 
even now they typically have no independent legal or social 
standing. The fact that child psychiatry is a relatively new speci- 
ality, is a natural consequence of these historic trends. Although 
it could be argued that the newness of child psychiatry also 
accounts for the lack of a widely accepted and valid classification 
of disorders in the preadult years; which in turn, may have 
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hindered treatment efforts. However nonsologic debates cannot 
fully explain the underdeveloped state of mental health services 
for youths in the U.S.A., and probably in many other countries as 
well. 


In any case, let us start with the assumption that there is a 
cadre of professionals who have to plana system of mental health 
services for children. In order toaccomplish this task, atleast three 
steps are involved: identification of the problem or mental health 
issue; determination of the means of case identification or case 
ascertainment; evaluation of the suitability of services both in 
terms of the mental health issue, and its cultural acceptability to 
the target population; and devising routes of access to the service 
or ways to deliver the service. On a national or even on a local 
level, the foregoing steps cannot be separated from public policy. 
However, for ease of presentation, public policy issues are ad- 
_ dressed in a section to follow. 


Identification of the mental health problem 

Contemporary academic psychiatry, at least in the USA is in- 
creasingly “disease oriented” with a biologic emphasis". As re- 
flected in the nomeclature of the Diagnostic and Statistical Man- 
ual of the American Psychiatric Association. (Third Revision), the 
DSM III”, the focus is on disorders rather than on individuals. 
From sucha disease based, diagnosis centered viewpoint, the task 
of targeting mental health problems is equivalent to selecting the 
disorders of interest. Ideally, such decisions should be preceded 
by needs-assessment via epidemiologic study' or be based on 
information from a national centralized data base”. 


Service delivery efforts that are based on a disease oriented 
model may therefore be targeted on a group of disorders because 
of their prevalence. Limited resources, however, may dictate a 
focus only onmore severe mental health problems suchasautism, 
schizophrenia, and other psychoses. Mental health priorities may 
also be defined by salient symptoms or features of disorders (e.g., 
suicidal behaviours) which cut across diagnostic classes. One of 
the drawbacks of the disease oriented approach is that the use of 
specific and detailed psychiatric diagnostic criteria for juveniles 
are not yet widely accepted. Another, even more problematic 
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issue is that differential diagnosis in the pre-adult years is made 
difficult by the developmentally mediated inability of younger 
children toaccurately report symptoms, and the consequent need 
to rely on multiple informants. 


There probably are cross cultural variations in the types of 
mental health problems that could be targeted. The variability is 
likely to reflect divergent attitudes as well as the use of different 
diagnostic criteria or practices.'""*"> Political ideology may also 
affect psychiatric labelling across countries. However, some con- 
ditions may be specific to certain cultures"®. Additionally, there 
may be cross-cultural variations in the prevalence of mental 
health problems, such as depression and severe social impair- 
ment among children guidance clinic cases, perhaps because of 
differences in family structures, child-rearing patterns, and par- 
enting styles.’ 


The disease-oriented, data-based approach to needs identifi- 
cation is not the only way to plan mental health service systems. 
Alternative strategies include the selection of target problems 
based on social concerns or informed clinical opinion. For example, 
as already noted above, the early efforts directed to the manage- 
ment and care of underage offenders at the turn of this century 
were fueled by social concerns. More contemporary examples 
include the emerging public anxiety in many countries about 
teen-age substance abusers. Children who have been abandoned 
or left to fend for themselves constitute another potential target 
group. Or youngsters who live in poverty may be selected for 
special preventive efforts. Using poverty as one target reveals the 
viability and mental health relevance of thisapproach. Inthe USA, 
children who live in poverty are more likely than the rest to have 
learning disabilities, educational problems, and conduct difficul- 
ties."* And these children, among whom ethnic minorities are 
over- represented, generally have both poor physical and mental 
health.” 


A good example of nondisease, nonepidemiology based tar- 
get setting, using informed clinical opinion in combination with 
theories of development, is the concept of social competence as a 
goal of intervention and remediation.’ Social competence and 
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adaptive behaviour are closely interrelated and include emo- 
tional adjustment, motivation, and the ability to persist in seeking 
and pursuing goals.'’ Defining mental health issues in terms of 
social competence as opposed to pathology or deficits has been 
proposed as a more useful mode for intervention; the “Head 
Start” program in the U.S.A. being one example. A related goal 
could be facilitation of a certain level of educational achievement 
or overall functional adequacy. 


Case identification and case location 

In the traditional mental health service system which is 
geared to adults, cases usually enter through a network of refer- 
rals which depends on self-identification (excepting involuntary 
or forcible commitments). In regard to juveniles, the issue is more 
complicated because childrenand adolescents rarely self-identify 
as being in need of mental health services. Instead they are routed 
into the system by parents and other adults. It could be argued 
therefore that, in planning mental health services for youths, the 
most efficacious case-location strategy is to increase public (i.e. 
adults’) awareness of the service. This approach however, rests on 
the presupposition that adults are able and willing toidentify the 
mental health needs of juveniles, which frequently may not be the 
case. 


There are alternative methods of case location, some of which 
are beginning to attract interest. For example, there is increasing 
evidence that certain characteristics are associated with compara- 
tively high rates of mental health problems and may therefore be 
heuristically viewed as risk factors. Among children, the risk 
factors for mental health problems include the presence of chronic 
medical illness; having emotionally disturbed parents; as also 
living in poverty and under conditions of social deprivation, 
among others.""* Therefore, children with such characteristics are 
high risk cases and could be located through social and medical 
service system based strategies. 


Community or school based general screening using various 
targets is another potential approach to case finding. For example, 
children with mental health problems tend not to do well aca- 
demically. A school based screening” could as a first step, target 
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juveniles with particularly poor academic standing. Community 
based screening can also target cases by the use of symptom 
check-lists or other simple indices of emotional or social distress 
or functional impairment. : 


Another potentially viable route of case identification is 
through primary health care providers. Sucha strategy is favoured in 
many countries, including India*' and Great Britain where gen- 
eral practitioners maintain responsibility or involvement in pa- 
tient care.” Although in the U.S.A., the psychiatrist is preferred as 
the “doctor of first contact” for mental health problems,” at least 
two sources of data argue for the importance of primary health 
care providers as case locators. 


Firstly, fairly regular contact with a pediatrician or primary 
care physician is far more prevalent than contact with a mental 
health professional.” Furthermore, mental health problems are 
typically attributed first to physical causes in most cultures." 
Recent work with U.S.A. immigrants from the Asian countries 
and the rest of the Americas clearly suggest that physical or bodily 
explanations of emotional symptoms are common” and there- 
fore, contact with primary health care providers are readily 
accepted.This approach, however, requires that primary care 
personnel be more fully trained in the identification of mental 
health problems, because at least in the U.S.A., they frequently 
misdiagnose mental disorders.” 


Identification of suitable and appropriate services 

The availability of suitable interventions or therapies is piv- 
otal in the planning of mental health services. Suitability or appro- 
priateness can be defined in terms of the target problem and the 
belief system of the target population. Froma practical viewpoint, 
the former judgement is primarily professional in nature whereas 
the latter determination must involve cultural considerations. 


The currently available interventions for mental health prob- 
lems can be grouped into the psychological services, including in- 
dividual, group, or family psychotherapy and counselling; be- 
havioural re-education, and environmental manipulations; and 
the somatic interventions, including pharmacotherapy and ECT. 


446 Maria Kovacs 


Professional conventions, theoretical approaches, as well as indi- 
vidual preferences will influence the selection of “first line” 
interventions. Thus, for instance, professional practice would 
usually dictate a nonsomatic therapy for a mild adjustment disor- 
der. 

Regardless of the origin of a particular intervention, its utili- 
zation implies an explanation of what made the patient “ill” and 
what has to transpire to remedy it. To put it simply, requesting a 
patient to ingest pills suggests that both the ‘cause’ and ‘cure’ of 
the disturbance reside “in the body”. Likewise, a focus on verbal- 
izing and understanding the person’s emotions and feelings 
implies that the cause and the solution to one’s distress are to be 
found in one’s inner life. 

Whether or not the explanatory paradigms are implicit or 
explicit in the mental health intervention to be delivered, if the ex- 
planations are at odds with prevailing cultural beliefs, the service 
will not be accepted or utilized.* Available interventions, such 
as social skills training, can be sufficiently modified however tobe 
acceptable to youngsters with different cultural backgrounds.” 
But even the rationale for pharmacologic agents must be fully 
explained in order to facilitate compliance.” In providing mental 
health services to children, one of the most important issues is 
how to integrate the family into the treatment. Because youngsters 
are dependent on their families, the cooperationand participation 
of family members is crucial. 


Service delivery and access to service 

This phase in the planning of mental health services can be 
summarized as involving three options: the service provider goes 
to the patient (client); the patient goes to the service provider; or 
they “meet in the middle.” In most Western countries, the tradi- 
tional service delivery entails the patient going to the provider. It 
is debatable however, if that is the best way to deliver services to 
juveniles. For example, although ithasbeen pointed out that there 
is a huge gap between the number of children who need mental 
health services (as estimated from surveys and epidemiologic 
Studies) and the number who receive them! the discrepancy may 
partly be due to the fact that many youths who may benefit from 
care do no seek it. | 
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In light of the fact that juveniles rarely self-identify as patients 
and rely instead on adult caretakers to obtain services for them, 
there is every reason to believe that an efficient child-oriented 
mental health service system should involve an attempt “to go to 
the patients” or to meet them “half-way”. The former approach 
could entail visiting teams of mental health workers who go to the 
homes. The delivery of interventions in school settings, which is 
one example of meeting clients “half-way” also seems eminently 
suitable and the viability and usefulness of this approach has been 
demonstrated.”” 


Alternatively, treatment centres that become integrated into 
the community and provide services close to home could repre- 
sent the hub of child oriented mental health interventions. The 
latter strategy would ensure easy access and could remedy lack of 
service utilization due to ignorance of available facilities.”® 


B. Public Policy and Public Opinion 

Public policy in regard to governmental involvement in 
social programs has been identified as the differential allocation 
of financial support’? or more generally, as the principles that 
underlie decisions about how resources are utilized.” Public 
Policy can be much better understood, however, by recognizing 
that its mandates almost always result from an adversarial proc- 
ess.” Moreover, the agendas that underline policy concerning 
public services and the resultant decisions typically involve po- 
litical compromises that are not “research driven” .*' Mental Health 
researchers tend to affect policy decisions only to the extent that 
their findings and recommendations correspond to the unfolding 
political and social agendas.”! 


The foregoing proposition is important because academi- 
cians commonly believe that the accumulation of a systematic 
data-base about mental health problems and effective treatments 
for them should bring about improved services. There are sugges- 
tions even in the OTA report' that further development of mental 
health interventions for children requires “extensive and sound 
research” (See for eg. p. 143). However, the reality, is that the re- 
lationship is not that clear-cut between the availability of research 
data and changes in service delivery systems.” Moreover, it is 
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worth noting that Public Law (P.L.) 94-142 (mandating the right to 
education for all handicapped children, 33), one of the most far- 
reaching and successful nationwide policies that has effected 
youths in the U.S.A., was not research-driven; it resulted from 
legislative initiative in response to public outcry and the demands 
of advocacy groups. 


The public policy context in which social programs are 
embedded can be more easily understood using a framework 
proposed by Pallak.*' He suggested that psychology and mental 
health related public policy entails at least three components: (a) 
executive, legislative, and regulatory processes, (b) public opin- 
ion, and (c) the service delivery system which results from an 
interaction of the former two. These components will be now 
briefly addressed. 


Legislative and Political Components of Public Policy 

In the USA, both the federal and the state governments are 
involved in executive, legislative, and regulatory process that 
concern mental health care. The federal government directly 
affects mental health services through legislation and regulation 
vis-a-vis agencies such as the Food and Drug Administration 
(FDA) and through nationally-mandated programs such as Head 
Start and P.L. 94-142. Through its judicial branches, the federal 
government also provides avenues to challenge existing statutes 
and regulations. 


The federal government has been involved in influencing re- 
search directions through funding priorities as articulated through 
agencies of the Alcohoi, Drug Abuse and Mental Health Admini- 
stration (ADAMHA). By having legislated funds for training, it 
has affected the pool of mental health professionals.” The federal 
government has also been involved in the direct support of 
services through its own agencies (such as the Veterans Admini- 
stration) as well as through the provision of “block grants” to 
individual states.'* Block grant monies are allocated to specific 
programs by each state’s legislature, but the amounts that have 
been slated for children and youths is difficult to determine. 
some regulatory functions such as the licensing of professionals 
and accreditation of hospitals and treatment facilities have been 
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discharged primarily at state levels or through nongovernmental 
national consortiums (for instance, the Joint Commission for the 
Accreditation of Hospitals). 


To bring about legislative and policy changes in mental 
health service systems therefore involves trying to influence state 
and federal agencies. In order to accomplish this task, it becomes 
important to understand both the thinking and the priorities of 
policy makers and the economic of policy making.*” The process 
of influencing policy thereby becomesan exercise in interpersonal 
and group negotiation. 


From the point of view of the mental health professional, 
there are several factors that make it difficult to influence legisla- 
tive and executive decision making. One of the road blocks is that 
political agendas do not usually emphasize innovation, and po- 
litical decision making is rarely based on research results. More- 
over, existing service delivery bureaucracies tend to resist change 
and have a vested interest in preserving their stability.*°*' Finally, 
in the USA, mental health services based in the medical system 
have been historically dominant and thus, both political decisions 
and public monies tend to follow medical institutions rather than 
the shifting needs of patients.” It has also been pointed out that 
salient information may never actually reach the policy makers 
themselves, or if it does, the likelihood of action is a function of 
who brought the information to the attention of the politicians.* 
Therefore, legislative and executive actions regarding mental 
health services for youths can only be influenced in the context of 
the practical, social, and economic realities of political decision 
making. 


Public Opinion Components of Public Policy 

To understand the manner in which public opinion affects 
the design and utilization of mental health services, it is useful to 
distinguish between the general climate of opinion, including 
prevailing stereotypes about mental health, and the constituen- 
cies and advocacy groups who pursue and “keep alive” selected 
issues.” 


Public opinion about the importance of social and mental 
health concerns is one factor that influences resource allocation. 
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For example, if there is a consensus that improvement of the 
economy and the provision of employment are far more impor- 
tant than issues of mental health, then public and private re- 
sources will be channelled accordingly. Similarly, if the general 
climate of opinion is that children’s problems are primarily pri- 
vate “family affairs,” then there would be little social demand for 
therapeutic services. 


Mental health service initiatives and service utilization also 
rest in large measures on prevailing beliefs about mental disor- 
ders. The key factors whose opinions, motivations, and priorities 
must be understood include the general public, the public policy 
makers” and mental health and related professionals. To appre- 
ciate the importance of public opinion and social climate on 
mental health service initiatives, it is worthwhile to recall the 
historic overview presented early in this paper concerning chang- 
ing attitudes to children and emotionally disturbed youths. Prior 
to the turn of this century, the general lack of recognition of the 
special needs and vulnerabilities of children coupled with the 
apparent ignorance of the existence of mental health issues among 
them, would have made it next to impossible to implement a 
mental health service system for that age group. 


Even nowadays, there are many individuals, social groups, 
and cultures according to whom behaviour is a result of cosmic, 
supernatural, or spiritual forces." Consequently, such com- 
munities would seek and support faith-healers, shamans, or exor- 
cists; there would be no demand for the type of mental health 
services that are provided by trained professionals. One further 
example may suffice. If according to the prevailing beliefs, emo- 
tional disturance in the child (or the adult) is biologically deter- 
mined, there would be little interest in our support for nonmedi- 
cally oriented research or treatment. Therefore, the public opinion 
component of public policy, and determination of whether a 
treatment is acceptable and suitable (which was discussed in a 
previous section) are closely interrelated. 


In light of the foregoing arguments, public policy could only 
be affected in some instances by first changing public opinion. By 
means of education and dissemination of information, profes- 
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sionals are in the position to mould prevailing beliefs about the 
nature and treatment of mental disturbances. If the resources for 
information dissemination are widely available, educational ef- 
forts may target the public at large. Concomitantly or alterna- 
tively, primary health care providers, educators, and community 
leaders may be the targets of information dissemination because, 
in turn, they are in the position to influence public opinion. 


In the beginning of this article it was proposed that the lack 
of adequate mental health services for children and youths is 
partly a reflection of the fact that this age group has no power as 
a constituency. The importance of this fact cannot be sufficiently 
emphasized. As Pallak® has noted, (adult) constituencies and 
advocacy groups are formidable forces which drive and shape 
public policy. The influence of adults derives from political (elec- 
torate) power, from the direct control of economic resources, and 
from their rolesin building and maintaining society. For example, 
initiatives for certain social-intervention programs for adults 
have been supported by illustrations of the potential loss of 
productive man hours (i.e., economic input) should the problem 

remain untreated. 


Children on the other hand, do not control electoral votes or 
economic resources. And the short-term consequences of un- 
treated mental disturbance among them cannot be readily trans- » 
lated into economic terms. Therefore, in planning mental health 
services for them and in attempting to influence public policy in 
their favour, a crucial question is who should speak for the 
children? 


Outside of public-policy makers and the political sector, 
three groups are in particularly good positions to be advocates for 
children and youths, namely: parents and relatives, educators, 
and mental-health professionals. By virtue of their numbers, 
parents and relatives represent the potentially most powerful 
advocacy group for juveniles. Their influence is illustrated by the 
passage of P.L. 94-142 in the USA. The combined voices of social 
scientists and educators can also be formidable, as reflected in the 
passage and implementation of the Head Start program in the 
USA.” However, even these groups have to battle political agen- 
das and priorities, and may become victims to them. 
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Because children constitute the most precious resource of a 
nation, it would be sensible to assure their welfare and emotional 
and physical well-being, regardless of the prevailing political 
climate or the priorities of advocacy groups. Therefore, from an 
ideal viewpoint, their interests should be continually represented 
at the highest levels of political institutions and public policy. 
Although similar arguments have been put forth by others,” 
legislation in this regard has not been forthcoming. The extent to 
which governments should take responsibility for the general 
welfare of children is likely to be a politically, economically, and 
socially sensitive issue. Segments of the population may be op- 
posed to extensive governmental involvement in the lives of 
citizens. Parents may be reluctant to abdicate their historic, legal 
and moral rights to make decisions about their children. There- 
fore, there has to be a process of political, moral, and social 
debates, and compromises in the attempt to resolve who shall 
speak for the child. 


The Service Delivery System Component of Public Policy 

Mental health interventions can be provided to children in 
their own homes, in community-based centers or schools as well 
as in outpatient clinics, and in special inpatient facilities. The bulk 
of mental health services for children and youths in the U.S.A. are 
provided in outpatient settings.’* Short-term hospitalization and 
residential care account for a relatively small portion of mental 
health services in the USA’. The extent and adequacy of service 
delivery systems depend on the general philosophy of a commu- 
nity and are partly a function of the financial and manpower 
resources which are available. In turn, these are influenced by 
public policy, as discussed above. 

Regardless of the settings in which the interventions are de- 
livered, ideally, the selection of therapies for juveniles should be 
based on their demonstrated effectiveness. However, the scarcity 
of data in that regard precludes this route as the primary means of 
decision making’*”™. It has also been pointed out that the settings 
in which treatments are usually evaluated bear little resemblance 
to the settings in which the interventions are actually delivered, 
and that the selection of comparison groups may yield misleading 
results.** Therefore, the extent to which data on treatment effi- 


Planning of mental health services 453 


cacy are generalizable to community-based or private-practice 
based services is open to debate. In light of the foregoing, one 
option is to design what used to be called “research and demon- 
stration” projects wherein service delivery and continuous data 
gathering about implementation and efficacy are intertwined. 


The design of mental health services to children also has to 
take into account that juveniles cannot be treated in isolation from 
their family or social network. Ideally, services for children should 
therefore be delivered in their own communities. However, ac- 
cording to the OTA report,’ it is precisely in those areas that child 
mental health services need to be better developed, at least in the 
U.S.A. 


The more extensive use of trained paraprofessionals should 
also be given greater consideration. For example, as Kiesler” has 
pointed out, if mental health service system are examined from 
the “top-down” that is, from the point of view of overall practical 
and legislative need, it becomes clear that there are not enough 
mental health personnel to provide treatment and care. However, 
the training and wider utilization of child care workers and 
paraprofessional mental health workers may be the most viable 
way toextend the available network of mental health services for 
children and youths. 


Conclusion 

The design and delivery of mental health services for children 
and youths involve complex issues and cannot be separated from 
public policy and the availability of financial, physical, and 
manpower resources. The distinctions that were made in this 
paper between the viewpoints of mental health professionals on 
the one hand, and issues of public policy on the other hand, 
therefore served a heuristic purpose. 


Froma practical standpoint, it should be noted that decisions 
about the planning and implementation of mental health services 
for juveniles must involve a joint effort by various segments of 
society. Ideally, such initiatives should be supported by policy 
decisions on a national level, and the interest of children should be 
secured against the unpredictabilities of changing political priori- 
ties. 
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In light of the issues that were outlined in the body of this 
paper, there is every indication that such mental health initiatives 
should be community or home based. And planning groups 
would be wise to keep an open mind particularly in regard to 
matters of how mental health problems are defined or targeted. 
Perhaps the best way toconclude this paper is to note that both the 
Danish and Swedish experiences suggest that nation wide, broad 
based, community focused screening and preventive programs 
for children and families are feasible and relatively cost effec- 
tive.*’ In both of these countries, the programs decentralized 
planning and service delivery to the local communities. 


The Danish experience is particularly informative.’ Subse- 
quent to a pilot study of feasibility, a national Family Guidance 
Program was designed, but its implementation was voluntary 
and was left to the local communities. Local commitees, with 
input into these centres, included elected officials as well as 
interested lay people. The Family Center services were designed 
primarily for families faced with an emergency, and cases were 
self-referred as well as routed through other public agencies. The 
key contact person was a “family advisor”. 


Early experience revealed that there wasa shortage of trained 
social workers. Thus the “advisors” eventually included people 
from various related fields who received special training. Guid- 
ance, emotional support, referral to other agencies, and economic 
assistance were the basic services, and the first-line contact by the 
advisor was made in the family’s own home. 


The service was eventually overwhelmed with demands. 
Over a 10 year interval, it was judged to be so successful thatit was 
phased out, and was replaced by local “social centres,” which 
involved a complete reform of the entire welfare system. The basic 
lesson from the Danish experience was that a broad-based, com- 
munity centered, paraprofessional staffed family support system 
was an effective way to provide preventive mental health services 
for children and youths. Aspects of this program may therefore 
provide good models for other countries and localities. 
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Mental Health of the Elderly in the Community 
A. Venkoba Rao 


Demography 

India is currently entering the ‘Age of ageing’. With qver 800 
million individuals, it ranks second among the countries in terms 
of population and seventh in area. It supports 15% of the world's 
population. Emerson remarked that, life was unnecessarily too 
long. People all over the world are enjoying a longer life expec- 
tancy than their predecessors. Those aged 60 and above constitute 
6% of the country's population numbering about 43 millions. This 
figure is expected to reach 60 millions around the turn of the 
century. By the year 2025, the proportion of the elderly is pre- 
dicted to escalate to 12% of the population from its present 6%. 
More than two thirds of the world's aged would be in the devel- 
oping countries. The life expectancy in India has increased from 
24 yearsin 1900 to 42 in 1960 and 53in 1971 to 58 in 1981. An Indian 
male child at birth is expected to live up to 57.1 years and the - 
female up to57 years. Though longevity is the spectacular achieve- 
ment of our century, it has not been without its negative aspects. 
Generally, three fourths of the geriatric population are'young old’ 
and the rest the ‘old old' in the country. 7 


Sociocultural Factors 


Ageing in the Indian culture, though a disability, does not 
carry the connotation of becoming ‘useless mouths to be fed’. To 
erow old gracefully is as much stressed in the Indian culture as in 
others. This means involvement in social activities, easing out 
from family responsibilities and a retreat to a quiet and a tranquil 
life. To the senior citizens are assigned the two last stages of life 
namely Vanaprastha and Sanyasa among the four prescribed by 
the ancients, the so called Varnashramas : the student, the house- 
holder, the ascetic and the forest dweller. All are to pass through 
these stages though there are some exceptions : “the blossom 
cannot deny the leaf, the leaf cannot deny the stalk, nor the stalk 
the root”. Vanaprastha and Sanyasa ashramas encourage and 
imply ‘disengagement from the point of the modern sociologists. 
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However, in practice the spiritual idea of wandering with a staff, 
a begging bowl and few rags of clothes is rarely witnessed?. A lack 
of support for the theory of 'disengagement' in Indian elderlies 
was observed by Venkoba Rao and Madhavan’. An attitude of 
regard and reverence towards the aged isadmired asa virtue. The 
cultural value system enjoins the individual to repay the debt to 
his parents. India's philosophical systems elaborate the theory of 
‘RINAS ‘and the one applicable to the obligations towards parents 
is the ‘PITRU RINA'. From these moral premises stems the con- 
cept of family care of the elderly.*” Kautilya, the ancient law giver 
of India laid down thatit was obligatory for the state to care for its 
elderly citizens.‘ 


Until recently, the joint family system was preferred and 
practised in the country. Within its framework the gainful occu- 
pation was collectively shouldered by all its members and the 
returns utilized for the welfare of the entire household. The 
leadership of the family passed on automatically to the senior 
most by age. Ina society where the tempo of change is not too fast, 
the solutions of yesterday are applied to the problems of today. 
The elderly individual who has confronted problems and sought 
solutions for them in his earlier years is therefore acclaimed as the 
family's leader. The principle of seniority confers upon the eldest 
to make the authority power and control over the family. The 
younger members owed reverence and submission to him. Such 
qualities in them were prized more than the opportunities for 
initiative and independence. Experience was upheld as the chief 
asset and it was expected to have grown with age. Inaddition, the 
elderlies were looked upon as the repositories of wisdom and 
transmitters of tradition, notwithstanding the examples of fatal 
mistakes of Shakespeare's King Lear, Dasaratha of Ramayana and 
Dhritharashtra of Mahabharatha. 


In the changing socio-cultural-economic context, the mono- 
lithic joint family has faced an insidious fissuring **°. Factors, too 
numerous to elaborate have conspired towards this dissolution 
striking at the family's solidarity. The leadership by seniority is 
being replaced by elected leadership. Experience of the leader is 
obliterated by the efficiency and fastness of youth. Wage has 
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displaced age. The economic and psychological support from the 
family and the community have been on the decline. That there 
has been a change from kin-oriented outlook to that of interest- 
oriented one as has been pointed out by Devanathan and Tho- 
mas’. This has adversely affected the family as a social security 
institution. Though the aged are still cared for by their families, 
there has been a noticeable change in the emotional climate in the 
family : 'they are looked upon sometimes as people with no 
legitimate claim for their support by the family. It affects the 
emotional and psychological security they need’. 


It has been observed that though the traditional joint family 
has been dismantling, anatomically the spirit of it seems to con- 
tinue in its dynamic and functional sense.’ These assume signifi- 
cance and practical importance in the face of the Vienna Declara- 
tion that the family care is the best for the aged persons. Ina study 
involving 150 psychiatrically ill subjects aged sixty or above and 
an identical number of controls not psychiatrically ill, it was 
observed that 60% of both the groups hailed from ‘slightly joint’ 
and ‘somewhat joint’ categories on the Khatri's Family Jointness 
Scale. This revealed that a fair degree of togetherness exists and 
the elderly did live in the family. It is to be made clear that the 
family jointness per se was unrelated to psychiatric morbidity. 
More crucial was the factor of family integration which was more 
significantly associated with mental morbidity. Though living 
within the joint family, 15% of the study group were either 
rejected or unwanted by the rest of the family members and 
towards the other 23% the members attitude was one of neutral 
tolerance. While 95% of the control subjects were loved and 
accepted by the family, only 5% suffered negative attitudes. The 
corresponding figure for being loved and accepted in the study 
group was limited to 60%. Care was taken to make sure the 
attitude were not the consequence of mental morbidity but pre- 
ceded its onset.’ This observation supports the earlier data on the 
family of the older individuals in a geropsychiatric morbidity 
survey in semi-urban area near Madurai conducted by Venkoba 
Rao and Madhavan.’ One need not cling to the old notion that the 
joint family wasa rose garden and it wasall moon-shine. Ithas had 
its drawbacks on the younger members of the family. The time is 
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not for bemoaning the extinction of the joint family but to make 
newer adaptations of strengthening the extended living for the 
care and welfare of the older subjects. Whatis more relevantis the 
availability of fair degree of joint family living, and this asset 
though dwindling, needs to be taken advantage of and fortified 
for the betterment of the aged. 


State measures and legal provisions 

A considerable part of the care of the elderly falls under social 
and preventive medicine. Commenting in this context, Crew” 
several years ago said : “Therapeutics of social is not medical but 
social and political action based upon medical recommendations” 
paraphrased as ‘the pharmacy of preventive medicine in the 
House of Commons’. Besides the community's obligation and 
share in the care of the aged, the State has to contribute and be 
actively involved in the process. The Government of India has 
adopted a multipronged approach of enacting legislative meas- 
ures, introducing social security provisions and sensitizing and 
assisting governmental efforts. The Constitution of India recog- 
nises the duty of the State towards the citizens including the aged 
segment. The Article 41 of the constitution enjoins the States to 


“make effective provision for securing the right to work, to education, and 
to public assistance in cases of unemployment, old age, sickness and 
disablement and in other cases of undeserved want within their capacity 
of economic capacity and development.” 


This provision is strengthened by incorporating section 125 
of Criminal Procedure Code, 1973 under which every person with 
sufficient means is required to maintain his parents who are 
unable to fend for themselves. This is in addition to the Section 20 
of the Hindu Adoptions and Maintenance Act 1957 making obliga- 
tory on the part of a person to maintain his/her aged or infirm 
parents. The Sixth National Development Five Year Plan (1980- 
85) recognized the needs of the aged population and the urgency 
for implementing certain programmes to meet their require- 
ments. Old age pension schemes are in operation in almostall the 
states and the Union Territories of the country. The eligibility 
criteria vary from State to State but in general they are available to 
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those without any source of income or with income insufficient for 
survival and also with none to support. In Tamil Nadu particu- 
larly, free noon-meal is provided for the eligible old people and 
they are also supplied with a pair of clothes on Pongal and 
Independence days each year. 


Although the Government has not evolved a formal policy, 
the guidelines for the future care of the aged in the country are as 
follows" : (i) greatest emphasis on the component of old age health 
care and medical services within the existing health care system; 
(ii) intensive health education for the promotion of health and 
prevention of illness and for family to form a unit of health 
education for the aged; (iii) education to include moral and ethical 
values to inculcate among the younger members of the commu- 
nity a sense of duty to take care of their elders; (iv) incapacitated 
old people to be looked after jointly by the family and the commu- 
nity through the health teams; (v) a component of health care/ 
research to be built into various institutions to evolve appropriate 
technology for the care of the aged and (vi) provision for health 
literature for the aged. 


Health Problems of the Elderly 

Health problems abound in the elderlies and comprise psy- 
chiatric as well as physical. They are also burdened with disabili- 
ties and handicaps. Venkoba Rao.and Madhavan’ estimated the 
prevalence of mental morbidity in those sixty or above at 89/1000 
population in a semi-urban area. There are approximately 3.65 
million old and very old people in the country who are afflicted 
with serious mental disorders. The frequency of mental illness 
increased with the advancing age : 71.5 between 60 and 70 years; 
124 in the 70 and 80 age group and 155/1000 in those above 80 
years. In the ongoing ICMR Task Force Project 'Health Care of the 
Rural Aged'? psychiatric disorders constituted 8.4% of all ill- 
nesses among the cohort of 1910 aged sixty or above. They ranked 
eighth in the order of illnesses. Ramachandran and Sarada Menon® 
estimated the prevalence rate of mental disorder in those aged 
fifty and above at 349/1000 population. An incidence study 
revealed the occurrence of nine new cases of mental illness during 
the year following the initial survey among 696 aged sixty or 
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above yielding a figure around 12/1000 population near Madu- 
rai.‘ There are no other incidence studies on the old people in the 
country. 


The general epidemiological studies in India, not specifically 
directed towards the geriatric sector have offered the prevalence 
rates of mental morbidity varying from 22.34 ® to 333" to 350 per 
1000 population. Epidemiological studies from the West have 
indicated the total prevalence rate ranging from 20 to 45%. Post’” 
suggested that 11% of the aged members of the population were 
in need of some care. Williamson et al ® stated that the general 
practitioners were unaware of 60% of cases of neuroses, 76% of 
cases of depression and 87% of moderately demented cases 
amongst their clientele. Kay et al ° remarked that 'medical services 
deal only with the visible point of the iceberg of mental diseases’. 
Itis of interest that 15% of depression occur in those oldsters who 
stay at home and thus escape detection ”°?!. The numbers of the 
elderly in the community that need psychiatric care is difficult to 

ascertain. 


Basing on the hospital data, Venkoba Rao’ reported that those 
aged sixty or above formed 1.6 to 2.6% of the total outpatient 
attendances and 1.2 to 2.6% among the total inpatients in the 
department of psychiatry. A similar trend was noticeable in a 
study from Bangalore ”. The major psychiatric disorders in the 
elderly are : affective disorders (predominantly depression), 
organic brain syndrome (delirious states and dementias) and late 
paraphrenia. The prevalence of depression in the community 
varies from 60/1000 * to 241/1000 ". In the hospital based ICMR 
study referred to already, out of 150 consecutive psychiatric 
patients aged sixty or above, 67 were diagnosed as affective 
disorder (43 depression, 24 mania), 17 cases as acute delirious 
syndromes, 31 as dementia. Among 31 cases of dementia, eleven 
were senile dementia of Alzhiemers Type (SDAT) and twenty 
were contributed to by dimentias®. Henderson? commented on 
the lack of epidemiological data on dementia especially SDAT 
from developing countries. Osuntokun (quoted by Henderson) 
did notcomeacrossa single case of seniledementiaina neurologi- 
cal survey of 21000 population, 5% of whom were 65 or over in 
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Nigeria. The frequency of organic brain syndromes in the psycho- 
geriatric clinic and in the community survey was 34% and 9.9% 
respectively’. 


In the ICMR project on the 'Health care of therural aged' there 
were five cases of senile dementia among the 1910 elderly subjects 
surveyed. There is clear discrepancy between the hospital figure 
and the field figures. The cases of organic brain syndrome by 
virtue of memory impairment, confessional features, wandering 
and incontinence are likely to be shifted to the hospital. A high 
mortality in dementia also accounts for its low detection in the 
community. Many of the cases are likely to receive treatment in 
the Departments of Neurology. Similar is the observation in 
respect to mania and hypomania. They are taken to the hospital 
early and hence the discrepancy between the hospital and com- 
munity figures of its prevalence. On an average, any eiderly sick 
person presents with five or six complaints. Similarly, on an 
average a minimum of three clinical diagnoses is the rule”. 
Williamson et al also reported that the elderly patient was likely 
to suffer from three serious illnesses at a time. This multiple 
system involvement in the elderly necessitates a total health care 
and psychiatric illness is not to be considered in isolation disre- 
garding the coexistence of other illnesses and needs. These latter 
have to be attended to if the geropsychiatric care is to be meaning- 
ful and effective. 


Health care of the rural aged 

As indicated earlier, psychiatric services to the geriatric 
subjects in the community should be supplemented by measures 
directed to physical illnesses, disabilities and handicaps. Added 
to these is, poor family and social integration. In the hospital based 
study, 26% of patients with physical illness and 67% with disabil- 
ity and handicaps figured among 150 consecutive psychiatrically 
ill probands. Among the identical number of controls, 45% ac- 
counted for such problems’. In addition family and social integra- 
tion were significantly less in the Study subjects than in the 
controls. With this in view, the project "Health care of the rural 
aged’ included among its objectives a total care of the geriatric 
subjects. ; 
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The Primary-Health Centre at the village, Kallandhiri 16 kil- 
ometres from Madurai was chosen for research and a geriatric 
clinic was started within its premises in July 1984. The aim was to 
deliver services utilizing the existing facilities at the PHC and the 
community and augmenting and strengthening whatever neces- 
sary. The material included 1910 subjects aged sixty or above 
(1524 aged 60-69; 350 aged 70-79 and 36 above eighty). Females 
outnumbered males (M : 664; F: 1246). The patients were collected 
from door-to-door survey and directed to the geriatric clinic and 
also drawn directly through the PHC out-patient section. The 
project staff attended the geriatric clinic at the PHC daily and the 
subcentres were visited at twice weekly intervals (there are 
seventeen subcentres). The PHC staff including medical and 
paramedical personnel were roped into the programme. 


The specialists in various fields from the Madurai Medical 
College, namely geriatrician, neurologist, internist, optholmolo- 
gist, rheumatologist, ENT surgeon, urologist, dermatologist and 
oncologist visited the PHC to impart training in geriatric care to 
the PHC staff. The training in psychiatry and clinical psychology 
was from the project staff. The training consisted of lectures and 
case demonstrations. The details of the programmeand other data 
are excluded from this presentation for lack of space. The services 
of the District Tuberculosis Officer, District Leprosy Officer, 
General practitioners in the vicinity were utilized. Mobile health 
services from the Madurai Medical College were taken advantage 
of. Data were collected on the number of individuals receiving 
old age pension, noon mealsand clothes on the Independence Day 
and Pongal Day. Clinical diagnoses and treatment were carried 
out at the PHC itself or at its sub-centres. In cases needing hospi- 
talization or detailed investigations, referrals were made to the 
Government Rajaji Hospital attached to the Madurai Medical 
College. The PHC staff were utilized by the project staff for house 
visits and collection of data, supplying drugs and for counselling 
over family matters. By these means,family and social integration 
were improved. the team from the local Aravind Eye Hospital 
screened the patients and cataract extraction was carried out and 
glasses provided free for them. Such camps were conducted at the 
_ PHC and two sub-centres. Recreational and rehabilitative meas- 
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ures were implemented within the available resources and facili- 
ties. The evaluation of the training programme as well as the 
impact of the functioning of the PHC geriatric clinic was carried 
out at periodic intervals. 


As indicated earlier, psychiatric disorders affected 8.4% of 
the rural population. This is in keeping with the prevalence figure 
of 89/1000 population of the aged arrived at earlier by Venkoba 
Rao and Madhavan’ in an earlier community study. They ranked 
eighth in order of frequency with eye problems (88%) and degen- 
erative joint diseases (40%) taking the first two places. The next in 
descending order of frequency were : CNS (19%); CVS (17.5%); 
respiratory (16%), skin (13%); abdominal (9.9%); hearing defects 
(8.5%) urinary problem (3.5%). Ten cases of malignancy were 
recorded which included carcinoma larynx, cheek, breast, cervix 
and kidney. Data on living status revealed that 25.5% were living 
alone and 74.5% were living with one or members of their family. 
Bereavement was noted in 14.5% of the material from the death of 
spouse or other first degree relation in 12.5% and from death of 
second degree relation in 1.7%. At the time of follow up ranging 
from 24-36 months 16% of the probands were dead. The follow up 
of this cohort of 1910 cases was completed in May 1987 and the 
data are being analysed. 


Psychiatric illness alone was diagnosed in about half a dozen 
instances among the group of 1910 elderly subjects. In association 
with physical illness, they occurred in 155 individuals (8.1%). This 
fact justifies a total care for older patients besides social and other 
forms of support. 


Conclusion 

The delivery of total health care as presented briefly above 
may be considered asa pilot study indicating its feasibility for in- 
corporation into the PHC services. There are at present no special- 
ized services at the facilities at the State Mental Hospitals, Psychi- 
atric clinics of the Teaching Hospitals, Psychiatric Clinics attached 
to the District Hospitals, Private psychiatric nursing homes and 
from the privately practicing psychiatrists in their area. Special- 
ized general geriatric services are available only in certain teach- 
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ing hospitals and in those organized by voluntary bodies. Homes 
for the destitute elderly persons are sparsely distributed in the 
country. In organizing and planning services, the differing needs 
of the urban and the rural aged are to be recognized. 


The erroneous notion that all that occurs in the aged is due to 
ageing is to be dispelled. The oldsters are liable to psychiatric 
disorders that lend themselves to satisfactory therapy. The out- 
come data in the hospital based ICMR study indicated that the 
best outcome was registered in depressive illness following ir-ter- 
vention and worst in organic brain syndromes. Even among the 
cases of dementia, family care was available enabling a manage- 
ment away from hospital. In addition to diagnosis and supply of 
drugs for the patients, attention is to be paid to their other needs, 
the most important being loneliness and bereaved state. ‘The 
secret of golden old age is a pact with solitude’. It is a common 
experience of those who care for the elderly to see these patients 
attending the clinic regularly at least to talk over to the doctors or 
social workers to overcome their own loneliness. These human 
encounters are the hallmark of success of geriatric care. There are 
still those in the caring profession displaying negative attitudes 
towards anything geriatric; what Simon de Beauvoir" terms as 
‘biological repugnance of old age’. Obviously these are not com- 
patible with the traits for the care of the elderly especially with 
psychiatric problems. Antidepressants or/and ECT may relieve 
depression but cannot bring back the lost spouse nor raise the low 
self-esteem of old age. These demand special qualities in carers, 
who should beable to counsel them to face the life's final challenge 
also. 


There are larger problems like unemployment, poverty, illit- 
eracy among the aged. Retirement inits strict and formal sense is 
not known to the rural aged. Forty nine percent in Kallandhiri 
study were engaged in agricultural occupation, and 16% in other 
types of work. Thirty six percent were without employment 
though some were well preserved for their age. It is known that 
unemployment without its attendant consequences like poverty, 
poor housing may result in health problems and carry a higher 
mortality even among the aged. Forty three percent of the 
sample were in the income group of less than Rs. 100 per month 
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and thirty six percentin the Rs. 100 to Rs. 200 group. The feasibility 
of geriatric psychiatric care at the PHC level is evident from the 
data collected in a sub-sample study involving 603 old individu- 
als in the constituent villages in the Kallandhiri catchment area. 
Eighty five percent of them were in contact with health care 
agencies : 22.2% (PHC); 12% (subcentres); Hospitals, private 
practitioners in the vicinity (51.5%); indigenous medical practitio- 
ners (11%). A large number of the geriatric patients are already in 
contact with some form of health care agencies and it should not 
be difficult toreach them. The subsample study also indicated that 
93% of the sample were aware of the geriatric clinic in the PHC. 


Any discussion on the health care of the elderly should not 
exclude those who remain happy and contended in their old a ge. 
The figures for these vary from 22.1% and 52.1% according to 
Mitra et al and Raj (quoted by Grover). However, in the health 
care of the rural aged project every one scored on the screening 
schedule indicating some degree of ill-being. This was also ob- 
served in the earlier epidemiological study of Venkoba Rao and 
Madhavan.? 


Finally, any service should be receptive to what the benefici- 
aries have to say. “... but please give us a doctor who is available, 
interested, educated in our special needs and in close touch with 
a vigorous and enthusiastic primary care team - including a health 
visitor; let them make contact with us once a year but give usa 
chance to say no to their ministrations if we want to” ”” 
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Interactions of Mental and Physical Health 
Phenomena in the Elderly: New Directions in 
Geriatric Psychiatry 


Gene D. Cohen 


Scientific recognition is growing about the impact of 
mental health status on the course of overall health and 
physical illness with aging. The influence of cognitive, 
affective and behavioural problems on one’s general 
health and on how physical disorder responds to treat- 
ment, can be profound in later life. Interactions of mental 
and physical health phenomena in the elderly can be 
examined froma variety of perspectives. Four paradigms 
in particular will be presented as they relate to older 
adults (1) Theimpact of severe psychological stress lead- 
ing to physical health consequences; (2) The effect of 
physical disorder leading to psychiatric disturbance; (3) 
The interplay of coexisting physical and mental disor- 
ders; (4) Theimpact of psychosocial factors on the clinical 
course of physical health problems. While health and 
behaviour relationships in later life will be looked at 
broadly, brain and behaviour relationships will also be 
addressed especially in the case of Alzheimer’s disease. 
Both clinical and research ramifications will bereviewed 
throughout. 


Introduction 

Progress in gerontological research during the fourth quarter 
of the Twentieth Century is moving ata dramatic pace. Butasone 
attempts to discern where these 25 years will eventually lead, a 
lesson that dates back over 25 centuries is paradoxically relevant 
today. The lesson derives from ancient Greek mythology and is 
contained within the myth of Tithonus. Tithonus, a mere mortal, 
fell in love with Eos, the goddess of dawn. Eos, wanting to live 
forever with her lover, pleaded to the almighty but unpredictable 
Zeus to bestow the immortality of the gods upon Tithonus. Zeus 
acquiesced, but while granting immortality, neglected to include 
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eternal youth. Consequently, Tithonus proceeds to grow older 
and older and more and more frail, but without dying. It is 
remarkable how this 25th Century old myth captures one of the 
great concerns among gerontological researchers today. This 
concern is, that progress in understanding the mechanism of 
aging that leads to increased longevity should not outpace prog- 
ress in improving the quality of the years in later life. Critical to 
that quality is the impact of mental health on general health in 
later life. 


Health and Behaviour in Later Life 

Clinical recognition is growing that a major public health 
phenomenon affecting older adults, is the impact of mental health 
status on the overall course of physical health and physical illness 
with aging. Many elderly persons living in the community, for 
example have the same degree of physical disability as those 
residing in nursing homes. What makes the difference ? Clearly 
one’s social situation (e.g., the availability of a family member or 
other significant help at home) plays an important part. But 
significantly underappreciated and often overlooked is the role of 
concomitant psychiatric disorder, which can become the straw 
that breaks the individual’s capacity or motivation to maintain a 
more independent level of functioning. The influence of cogni- 
tive, affective, and behavioural problems on the course of overall 
health in later life, is a public health issue of enormous propor- 
tions. This is an area of burgeoning research activity and progress, 
one whose findings need greater attention in both training curric- 
ula and clinical practice. 

Consider the challenge of a frail older person attempting to 
manage several medications prescribed for various physical ail- 
ments (far more medications are used by the elderly than by any 
other age group); add a deep depressibn or psychosis to one’s 
clinical situation, and the individual's ability to maintain clarity or 
organization of thought in managing these drugs may become 
impaired, with potentially serious consequences to overall health 
status. 

Clinical concerns and research questions pertaining to men- 
tal health aspects of physical health and illness in the elderly can 
be framed in a number of ways. A few models follow : 
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Paradigms for examining relationships between mental 


and physical health 


(A) The impact of severe psychological stress leading to physi- 


cal health consequences. 


Example : Anxiety — gastrointestinal symptoms 

(The accurate diagnosis of gastrointestinal (GI) symptoms 
can be very difficult with the elderly, with research showing 
that as many as 5 out of 9 older persons with GI trouble may 
be experiencing psychological problems that lead to their 
physical discomfort). 


One such study followed for a year 300 outpatients (age 65 


and older) initially presenting with gastrointestinal complaints.’ 
The primary diagnosis with this group of geriatric patients after 
one year was as follows: 


(B 


(C 


www 


ww 


3%--Diverticulosis; 3%--Gastric ulcer; 6%--Duodenal ulcer 
8%--Bladder disease; 10%--GI malignancy 
14%--Miscellaneous organic problems; Total : 44%--Organic 
56%--Psychogenic 


The effect of physical disorder that leads to psychiatric 
disturbance. 


Example : Hearing Loss > Onset of delusions 

(29% of the elderly have hearing impairment; a sensory dep- 
rivation phenomenon may be at work in leading to psychotic 
symptoms in certain vulnerable individuals.’ Loss of hearing 
has also been described as a possible risk factor in para- 
phrenia (late onset schizophrenia)’. Research could contrib- 
ute to a better understanding of who with hearing loss, in 
later life is at risk for developing delusional ideation.) 


The interplay of coexisting physical and mental disorders 


Example : Congestive heart failure + depression + Further 
cardiac decline 


(Cardiac disorder and depression are two of the most com- 


mon health problems of the elderly. A covert depression 
could be bringing about indirect suicidal behaviour, acted 
out by failure on the part of the patient to follow a proper 
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schedule of medication; the resulting clinical picture could 
then be one of further deterioration in overall cardiac capac- 
ity, with the depression perhaps masked). 


(D) The impact of psychosocial factors on the clinical course of 
physical health problems 


Example : Diabetic with infected foot, living in isolation > 
increased risk of losing foot in absence of adequate 
social supports to help with proper medical manage- 
ment and follow-up. 


Note: In the United States, one in three older (age 65*) 
women and one in seven older men live alone.! 


There are, of course many other ways in which research and 
clinical considerations can focus on the interaction of mental and 
physical health phenomena as they affect overall health. But the 
above reflect the potential magnitude of public health problems 
brought about by such an interplay. They reflect, too, the role of 
mental health factors with that elusive “whole person,” as he or 
she ages. 


The following case example illustrates in more detail the 
dynamic interplay that can occur between mental and physical 
health factors, and their possible effect on the clinical (if not life) 
course of an older adult. 


Case Example: A91 year old woman, Mrs. Kelton, was evaluated 
in a skilled nursing unit where she had been 
placed due to severe confusion and weakness that 
led to falling. The family requested the evaluation 
to determine whether she had Alzheimer’s dis- 
ease and/or would require nursing home resi- 
dence from that point on. A detailed history to- 
gether with comprehensive physical and psychi- 
atric exams revealed a history of cardiac arrhyth- 
mia dating back several years, and depression 
over the past several months. The depression had 
altered the woman’s perception of her situation, 
making her resentful of the gradually increasing 
degree with which she was becoming dependent 
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on others for various forms of assistance. It ap- 
peared that this resentment extended to her 
medication, where Mrs. Kelton had grown more 
and more annoyed about the number and fre- 
quency of medications she had to take. In her — 
depressed state she rebelled against several per- 
ceived areas of external controls on her, and un- 
fortunately included her antiarrhythmic medi- 
cine in the process. When she failed to properly 
use the cardiac drug, Mrs. Kelton’s arrhythmia 
became more pronounced, which resulted in al- 
tered blood flow and diminished oxygenation of 
the brain. Thisin turn contributed to the confusion 
She was experiencing and to the difficulty with 
falls. 


In the skilled nursing unit, Mrs. Kelton’s medi- 
cations were properly administered, and her clini- 
cal state began toimprove. Both the confusionand 
the tendency to fall progressively diminished. 
Mrs. Kelton was able to acknowledge and talk 
about her depression. She had never before met 
with a psychiatrist in treatment, but felt it was 
indicated for her immediate condition. She re- 
sponded very well to supportive psychotherapy, 
and with the further resolution of her mental state 
of confusion, returned to her apartment, continu- 
ing with the psychiatric treatment. Two years 
later, at age 93, her health status was still stable, 
and in two areas had further improved. With the 
depression, she had lost her motivation to better 
attend to the hearing and vision problems she was 
experiencing. As her mood disorder lifted, she 
acquired a hearing aid and a new pair of glasses, 
and felt in better contact with her environment. 
Mrs. Kelton herself comments on the enormous 
impact her state of mind has had on her overall 
health. 
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The Influence of Mental Health Interventions on the Clinical 
Course and Health Care Costs of Physical IlIness in Older 
Patients 

There is yet further practical importance to addressing rela- 
tionships between mental and physical health in the elderly. In 
today’s climate of cost consciousness and concern about hospital 
lengths of stay, it is important to note that an increasing number 
of reports in the scientific literature are documenting highly 
significant beneficial effects of mental health interventions on the 
course of physical illness. Consider the following two reports. 


In a report by Levitan and Kornfeld,5 the authors described a 
comparison of the outcome of two groups of elderly patients who 
underwent surgery for fractured femurs; one (treatment) group of 
24 patients age 65 and older received psychiatric consultation 
during hospitalization, while the other (control) group of 26 
patients in the same age group did not receive any psychiatric 
intervention. The group receiving psychiatric attention revealed 
two major clinical course differences from the control group. The 
treatment group had (A) a substantially shorter length of stay in 
the hospital, and (B) a significantly improved clinical outcome. 
Length of stay was 12 days or 29% shorter for the treatment group 
when compared to the controls (an average hospital stay of 30 
days for the former, 42 days for the latter). Moreover, twice as 
many patients in the treatment group returned home rather than 
being discharged to a nursing home or other health related 
institution. Froma cost savings perspective, it was calculated that 
over the course ofa year, services for a liaison psychiatrist provid- 
ing consultation tosuch patients would cost approximately $10,000 
with gross cost savings from shorter lengths of stay and lower 
frequency of nursing home placements coming to $193,000; this 
would result in a net cost savings of $183,000 over the course of a 
year. 

In a second report by Mumford et al‘ the authors reviewed a 
large number of studies that examined the effects of psychologi- 
cally oriented intervention on recovery from surgery and heart 
attacks. A significant number of patients in these studies were 
elderly. Thirty-four controlled studies were described, where 
surgical or coronary patients who were provided either informa- 
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tion or emotional support to master their medical crisis did better 
than patients whoreceived only ordinary care; those patients who 
received both emotional support and information together did 
the best of all. In addition, thirteen of these studies were reviewed 
where hospital days post-surgery or post-heart attack were used 
as Outcome measures; findings showed that, on the average, 
psychologically oriented interventions reduced hospitalization 
approximately 2 days below that of the control groups average of 
9.92 days (a 20% reduction in lengths of hospital stay). We see, 
again, that the utilization of mental health interventions im- 
proved the clinical outcome for physically ill patients, while 
lowering overall treatment costs. 

From a public health perspective, the ramifications of these 
findings for research, clinician training, and services delivery for 
geriatric patients are all profound. Moreover, the magnitude of 
the challenge is becoming better quantified. A study by Boorson 
et al’ found that a remarkable of 24% of 406 elderly men seen for 
physical health problems ina primary care setting complained of 
clinically significant depressive symptoms. Various investigators 
have long noted that regardless of diagnostic category, persons 
with acute physical illnesses require more time to recover from 
their illnesses than patients not suffering from an affective distur- 
bance.’ 


Psychosocial crisis and mortality in older adults 

Researchers and clinicians alikeare vigilantin their search for 
clinical situations where risk factors and opportunities for pre- 
ventive interventions can be identified. The death of a spouse 
represents such a situation, where following this event an ele- 
vated risk of mortality has been found in the surviving spouse.’ 
Moreover, this research has compared the impact of spousal death 
on men with that on women, finding the following. Women 
experience the greatest trouble for as long as 2 years after the death 
of a husband; for men, the effect is almost exclusively within the 
first 6 months; for women, rates of suicide with widowhood have 
been found to be lower than men, peaking at age 50; with men, 
rates remain high with aging. The results from this research help 
focus the attention of the clinician to the possibility of serious 
physical as well as psychological consequences to the death of a 
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spouse in older adults; the data help further in defining the time 
intervals of greatest risk in women and men respectively, thereby 
allowing the service provider to better determine the nature and 
duration of needed interventions. 


Treatment options 

Too often discussions of mental health treatment ap- 
proaches discuss pharmacologic and psychotherapeutic inter- 
ventions in competitive rather than complementary terms. When 
a drug is indicated, typically psychotropic medication and psy- 
chotherapy in combination comprise the treatment of choice.” But 
sometimes whena drug is indicated, its possible side effects in the 
presence of certain physical illnesses in the patient may make the 
medication’s risk outweighits potential benefit. Hence itis impor- 
tant to know that more recent research findings on clinical course.” 
It is not a normal part of the aging process, and it does not result 
from hardening of the arteries. Many disorders present with 
symptoms that mimic those of Alzheimer’s disease, making early 
if not accurate diagnosis difficult. Indeed, the diagnosis of 
Alzheimer’s disease is referred to as one “of exclusion,” where all 
other illnesses that resemble this disorder must first be ruled out. 
The results of accumulating studies on Alzheimer’s disease have 
added to the excitement of mental health and aging researchers 
who are looking into the impact of brain changes on the mind and 
behaviour.” 


Of major interest to the field of mental health and aging is the 
fact that Alzheimer’s disease is a brain disorder with behavioural 
manifestations where the major clinical problems it causes are 
predominantly of a mental, or psychiatric nature, well into the 
latter stages of the illness. In other words, the basic clinical 
problems are : (1) cognitive, (2) emotional / psychological, (3) 
behavioural, and (4) psychosocial. Cognitive problems are those 
of memory and intellectual impairment; emotional or psychologi- 
cal problems can be in the form of depression and/or delusions; 
behavioural problems are commonly those of psychotherapy in 
the elderly not only point to its general efficacy, but show how 
psychotherapy can also alleviate symptoms in disorders where 
drugs have been thought essential." It has been shown, for ex- 
ample, that psychotherapy not only can alleviate exogenous 
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depressions (those induced by external, environmental stressors), 
but endogenous (those induced by internal, biological phenom- 
ena) as well in certain patients.” In other words, there are thera- 
peutic options with psychiatric interventions in dealing both with 
specific clinical disorders and with complications. 


Brain and Behaviour : Alzheimer’s Disease 

The close connection between physical and mental phenom- 
ena in the elderly is strongly illustrated with Alzheimer’s disease, 
a disorder which is greatly increasing our understanding of the 
relationship between the brain and behaviour. Alzheimer’s dis- 
ease is an organic mental disorder of unknown cause, marked by 
memory and intellectual impairment, characteristic brain tissue 
changes, and a progressive deteriorating, wandering and agita- 
tion; psychosocial problems are typically those resulting from 
great stress on the family. Research is making progress on all of 
these fronts, with the aim of better understanding the nature of the 
problems and possible treatments to alleviate su ffering. 


To overlook the predominantly behavioural clinical picture 
of Alzheimer’s disease, risks missi ng important treatment oppor- 
tunities. The concept of treatment for Alzheimer’s disease has in 
general been greatly misunderstood, and more recen tly modified 
by research findings. Too often one hears that “there is no treat- 
ment for Alzheimer’s disease.” What this refers to, however, is 
that there is no treatment that can cure, reverse, or stop the 
progression of the disorder. This is not to say that there are no 
treatment approaches to reduce the magnitude of various symp- 
toms and discomfort that accompany the disorder. Indeed, such 
approaches are being identified, and they are factors of the basic 
behavioural nature of the disorder’s major clinical manifesta- 
tions.” 


Depression Vs Dementia 

Consider the relationship of depression to Alzheimer’s dis- 
ease. The question of depression begins with diagnosis. Depres- 
sion alone can masquerade as Alzheimer’s disease. Depression at 
any age can interfere with concentration and memory; in the 
elderly this can be especially severe. There is an atypical form of 
depression found in certain older adults, called pseudodementia, 


482 Gene Cohen 


where the magnitude of the mood disorder is such that the patient 
appears to be demented. Various studies have found that as many 
as 10% of older adults who are depressed look clinically like they 
are demented.” Research on improved diagnosis in this area is in 
progress and advancing. But it is not sufficient to ask “is it 
depression or is it Alzheimer’s disease ?” Research on the clinical 
course of mental disorders has taught us that it is equally impor- 
tant to raise the questionas to whether it could be both Alzheimer’s 
disease and depression together.'® 


Studies on the manifestation of depression with Alzheimer’s 
disease suggest that depression can occur for two reasons : one 
psychological, the other biological. Psychologically, the individ- 
ual in the early and middle stages of the disorder observes his or 
her own decline and can develop a reactive depression. Biologi- 
cally, various neurotransmitter changes have been identified in 
the brains of those who have had Alzheimer’s disease. While a 
reduction in the level of acetylcholine (the neurotransmitter asso- 
ciated with memory function) has been documented, a reduction 
in the level of norepinephrine (the neurotransmitter associated 
with mood level) has also been described.” Hence, it appears that 
depression can be an actual component of the disorder, and asa 
result it is listed in this manner in various national and interna- 
tional manuals that classify diseases (e.g., ICD-9 and DSM-III-R). 


“Excess disability” - Treatment considerations 

While Alzheimer’s disease uncomplicated by depression 
causes serious memory trouble, the intellectual dysfunction is all 
the greater when depression accompanies the disorder. This ag- 
gravated impairment brought about by the concomitance of de- 
pression results in what investigators have labelled “excess dis- 
ability” where the patient with Alzheimer’s disease does worse 
clinically than would ordinarily be the case with dementia alone. 
This excess disability has several deleterious effects. It increases 
the difficulty and discomfort experienced by the patient; with this 
greater level of dysfunction, burdenon the family is increased; the 
diminished functional capacity of the patient then also increases 
the likelihood that he or she will no longer be able to reside in the 
community, the risk of nursing home placement thus rising. If this 
excess disability can be alleviated, then patient discomfort goes 
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down, family burden is reduced, and capacity to remain at home 
g0es up. Studies presently being carried out show that this excess 
disability definitely can be modified in many patients. While the 
fundamental disease process in Alzheimer’s disease remains 
difficult to modify, the ability to lift the excess disability seen with 
_ the disorder represents a treatment break throu gh. The disorder 
continues in a progressive manner, but the impact onall involved 
canbe lessened. Much of the same clinical consequence of depres- 
sion causing excess disability can be seen with the delusions that 
can accompany Alzheimer’s disease. Of historical note is the fact 
that the classic case of the disorder described by Alois Alzheimer 
in 1906 was that of a woman, whose paranoid delusions and 
disruptive behaviour led her overwhelmed husband to arrange 
psychiatric hospitalization for his wife." 


The case example is again a useful mechanism for illustrating 
the place of psychiatric intervention for this brain disorder for 
showing how mental health approaches can alleviate the clinical 
consequences of underlying physical change (in this case, brain 
disease) in older adults. 


Case Example: A 75 year old brilliant chemist, Professor Berkov, 
was evaluated because of significant trouble he 
was having with memory and concentration to 
the extent that he no longer could balance his 
check book and no longer took an interest in 
reading. Professor Berkov described difficulty 
noticeable only to him, a year earlier, where he 
was becoming less facile with complicated equa- 
tions. To others he still looked quite sharp, but not 
to himself. This problem was a terrible blow to 
Professor Berkov’s self-esteem, and he began to 
experience trouble, sleeping, loss of appetite and 
weight, and further difficulty concentrating. A 
thorough differential diagnostic work-up ruled 
out many causes of dementia like Symptoms that 
can mimic senile dementia, and left the clinician 
with the diagnosis of Alzheimer’s disease. But the 
impression was that depression was also present. 
Treatment was instituted for the depression, 
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combining individual psychotherapy and an anti- 
depressant medication. Professor Berkov’s appe- 
tite returned, the weight loss stopped, concentra- 
tion improved, and he started reading again, 
though trouble with his check book continued. 
The therapeutic work helped Professor Berkov 
come to terms with his underlying disorder, with 
Alzheimer’s disease. Residual skills were maxi- 
mized during that stage in the course of hisillness; 
quality of life during that interval was enhanced. 


Dramatically illustrated in this case example is the remark- 
able phenomenon of a patient experiencing temporary restora- 
tion of function while suffering from an underlying progressive 
illness the impact of lifting the excess disability. Following the 
intervention for the depression, another three years passed before 
the level of cognitive impairment with which Professor Berkov 
was first seen returned. Treatment gave him three better years at 
a critical juncture in his life course. 


One study found 31% of 131 Alzheimer patients to be de- 
pressed.’* Upon treatment for their depression, fully 85% showed 
improvement in terms of mood, vegetative signs (e.g., sleep, 
appetite, weight), and activities of daily living. 


The treatment of delusions that cause excess disability can 
have a similar impact, as illustrated in the case example that 
follows: 


Case Example: Mrs. Merlin,a76year old woman with Alzheimer’s 
disease, who had lost her husband 3 years earlier, 
was having increasing difficulty managing her 
two bedroom condominium herself. She had a 
working daughter and an older sister living in the 
vicinity, providing her emotional support and 
help with some of her household responsibilities. 
However, her increasing incapacity together with 

, the limits in her daughter’s time and her sister’s 
strength made it necessary for the family to seek 
home help for Mrs. Merlin. An effort was made to 
engage the services of a home maker. Mrs. Merlin 
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resisted this idea, saying that she valued her inde- 
pendence and was sure that some stranger would 
only interfere in her affairs. She finally relented, 
but the home maker was allowed tocome for only 
a week, at which point Mrs. Merlin told her not to 
come back. She was defensive about her actions, 
exclaiming that the home maker was planning to 
steal her belongings. Efforts to get her to accepta 
new home maker proved futile, and the famil y 
wondered whether she would be able to continue 
living alone under her circumstances; at the same 
time, Mrs. Merlin was very resistant to the idea of 
moving. 


Consultation was sought, and Mrs. Merlin 
consented to be examined in her apartment. What 
emerged during the evaluation was that in addi- 
tion to a mild-to-moderate degree of memory im- 
pairmentand difficulty in following through with 
various chores, Mrs. Merlin also revealed covert 
paranoid thinking that became apparent only on 
careful probing. She had subtle but Significant 
concerns about a conspiracy going on among 
unknown parties, aimed at taking over her hold- 
ings. While the delusions were not challenged 
(which would likely only have provoked the pa- 
tient at that point and to have caused her to lose 
confidence in the therapist), the inner tension that 
she felt about them was real (since both fantasy 
and reality can stir great anxiety) and was accord- 
ingly acknowledged; this became the basis of a 
therapeutic alliance that permitted her to accept 
the idea of trying some medication that could help 
her better cope with the stress of her situation. A 
small dose of anti-psychotic medication was pre- 
scribed in conjunction with follow-up supportive 
psychotherapeutic visits. The delusions subsided, 
and Mrs. Merlin allowed the idea of home maker 
assistance to be brought up again. This time she 
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was able to tolerate a stranger coming into her 
home, and the arrangement worked out. Mrs. 
Merlin died 4 years later, from a heart attack at 
home, where she was able to stay despite slowly 
progressive memory deterioration during that 
period of time. 


This case illustrates the degree to which delusions can com- 
pound coping capacity in Alzheimer’s disease, showing whatim- 
provement can follow if these delusions can be lifted or lightened. 
Also illustrated is how with varying durations to the clinical 
course of Alzheimer’s disease in different individuals, one might 
die with the disease (from other causes) at a less advanced stage, 
rather than from it (as many have suggested) at an advanced 
stage. In thiscase, too, treatment gave the patient better years with 
less symptomatology and a higher level of functioning than 
would otherwise have been the situation in the course of her 
illness. 


CONCLUSION 

Developments in the field of geriatric psychiatry have accom- 
panied and added to the progress of general psychiatry in the 
areas of neuroscience research and biologic treatment. At the 
same time, psychodynamic knowledge and psychotherapeutic 
success in work with the elderly have also progressed. The out- 
come has been significant growth in our understanding of the 
nature of interaction between mental and physical health phe- 
nomena in later life, and in relationships between brain changes 
and behavioural manifestations with aging. This new and grow- 
ing body of both clinical and basic science information relevant to 
the mental health of the elderly is on the one hand, pointing to 
critical new areas, for investigation, while on the other hand, 
demanding a better translation into training programsand practice. 
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SESSION VI 
DISCUSSION 


Barbara J. Burns 

We have heard three fine presentations on populations ne- 
glected by the mental health service system. I will follow the age 
order and discuss the child paper first followed by the two geri- 
atrics papers. 


Dr. Kovacs presented a cogent review of the low status of the 
child throughout history. Due to the dependent status of children, 
they cannot function as their own agent ; thus, mental health 
services are negotiated by someone else, usually parents, teach- 
ers, or sometimes the judicial system. As a consequence, children 
are less likely to receive mental health care - in fact in the U.S. only 
1% receive any type of mental health treatment, although the 
prevalence of mental illness in children is estimated at around 
13% (lower rates are found in younger children and higher rates 
among adolescents). This low rate of care is attributed, in part, to 
limited knowledge about childhood disorders, a lag in the devel- 
opment of mental health treatments and minimal policies for 
children. 


In response, Dr. Kovacs recommends steps to increase public 
and professional awareness about the mental health needs of 
children. This strategy is coupled with demonstration projects at 
the community level which are staffed largely by paraprofession- 
als. Evidence that this approach is achievable is highlighted by the 
very successful demonstration is Denmark, which resulted ina 
new policy and a country-wide system of care for children. Dr. 
Kovacs’ sensible recommendations are based on research and 
consideration of limited resources. Further, this approach casts a 
large net to reach children “at risk” for all types of mental illness. 
Providing crisis intervention and support can certainly decrease © 
distress and reduce the impact of trauma on child development. 


This type of recommendation is reminiscent of the school 
program described by Dr. Issac yesterday. I would like to point 
out several potential problems, one mentioned by Dr. Issac, and 
then propose an alternative research strategy. Dr. Issac warned us 
that an aggressive case identification program, even targeted toa 
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few conditions, could overwhelm the treatment system by gener- 
ating more cases than there are resources to treat. Further, in the 
case of Denmark, an example of primary prevention, we do not 
know which, if any, disorders were prevented, consistent with the 
primary prevention literature on children whichdoesnot provide 
conclusive evidence that mental illness can be prevented. 
Particularly with limited resources, secondary prevention 
may be a more legitimate endeavour. The question is whether 
there are any childhood psychiatric conditions that are disabling, 
like mental retardation and epilepsy, (for which India already has 
a program), and for which we know enough about the disorder 
and its treatment to embark on cross-national intervention re- 
search ? My answer to this question would probably be no. A 
proposal for a system-wide intervention is premature at this time. 


However, one condition could be targeted for a series of 
Studies that could lead to demonstration in the community. 
Affective disorders in children and adolescents would bea strong 
candidate. Clinical research by Kovacs and others has advanced 
significantly in recent years. Further, these disorders are about as 
prevalent, at least in the U.S., as mental retardation and epilepsy, 
and could fit into the current priorities of India namely that major 
depression could be included under the psychosis priority and 
minor depression under neurosis. i 

Cross-national research would need to begin with epidemi- 
ological, rather than services system studies. Thus, initial research 
would examine the prevalence, clinical manifestations and course 
of affective disorders among children in the U.S. and India. A 
second step would compare the outcome of treatment as it is 
currently provided in both countries. These studies could then 
provide the basis for designing demonstrations where nonspe- 
clalists have a treatment role. 

Turning to the two geriatric presentations, the approaches 
taken were quite different. However, the implications of these 
papers can be seen as highly complementary. 

Professor Rao gave usa sense of the social and legal traditions 
regarding the responsibility of the family in caring and providing 
for its older members. He cited a variety of estimates of mental 
illness and stressed the need for attention to affective disorders, 
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In contrast, Dr. Cohen did not address tk 
tion of geriatric services at all, may be becaus« 
not emerged from the U.S. pluralistic health « 
the unusual and optimal circumstances w 
services are available in one setting, like a 
centre with mental health services, elderly r 
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treated, much less treatment is provided tha: 
groups.’ This finding points to a serious need t 
healthand mental professionals about mental: 
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sive symptoms in patients with Alzheimer’: 
clinical research and case examples, Dr. Col 
chronic medical problems can be better man 
sion is treated and that the quality of life can | 
a degenerative condition like Alzheimer’s di 
ing concern was prevention of institutionaliza 
of independence. To some extent, profession. 
substitute for the lack of social support av 
elderly. The ratio of elderly living with fam 
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ch as well as acceptability to the target population. 
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y and planning of services in terms of public policy 
cussing on legislative and political components 
ion in the USA. The last section focuses on service 
nent of public policy. She rightly emphasises the 

mental health services in the community in the 
| and family network and to give greater consid- 
ing of paraprofessionals. 


from where Dr. Kovacs has left, I shall move on to 
‘airs with regard to mental health services for 
ia. If my interest seems to wax and wane a good 
easons for it.On the brighter side, weare armed to 
he children as far as the governmental policies are 
ais a signatory to the United National Rights of the 
d has a National Policy for Children (1974). The 
10n child development of the National Institute of 
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J ACR AES TE Te eae tt pom ee 


492 


5) To strive for the speedy and full realization of the goal of 
universal elementary education and to reduce the school 
drop out rates. 


6) To protect children against neglect, cruelty, hazards and 
exploitation. 


7) To meet the educational and rehabilitation needs of the 
physicaliy, socially and mentally handicapped children. 


8) To strengthen the family as a basic unit and to enhance the 
capability of the family specially mothers to take care of the 
child. 


9) To promote community action in the field of child welfare 
and development. 


As can be seen, these objectives take care of child mental 
health in its totality, in the context of family and social milieu. 


Under the Mental Health Act, 1987 children do not find a 
separate mention but could probably come under the category of 
under privileged and vulnerable. But the document makes a note 
of the lack of reliable data on psychiatric morbidity inchildrenand 
stresses on the need for cooperation between the department of 
health, education and social welfare. 


From the vantage point of research, Prabhu in his 1976 review 
on research in Child Mental Health highlights the low priority 
given to research in this area and points out that in the years 
between 1950-65 there wasa spurtin research, followed by decline 
and ends with a happy note that there is a resurgence in the 
present decade ; emerging with 1979 Indian Council of Medical 
Research setting up a Task Force on Psychological Problems of 
Children. It has also identified the priority areas of research and 
recommended, in the order of priority areas such as multicentre 
study on pattern of Child and Adolescent disorders attending 
psychiatric clinics, study of normal psychosccial development, 
pattern and prevalence of learning disorders in school children, 
patterns of childhood and adolescent disorders in community 
and pattern of psychiatric problems in criminal offenders. How- 
ever, research in the area is yet in its infancy. 


We now turn to the magnitude of the problem of provision of 
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mental health services to children. There are 1.3 billion children 
under the age of 15 in the world and approximately 83% in the 
developing countries, where they form 40% of the population. 
Surveys of socially handicapping mental health problems among 
children aged 3-15 years is about 5-15%. In developed countries 
and more limited figures from developing countries suggest 
similar rates’. Obtaining exact prevalence rates in childhood is 
difficult as most problems are departures from normal psychoso- 
cial development than specific disorders (and rates areaffected by 
the cut off points used). Disorders vary in different age points and 
social contexts. Mental health problems are reported to be more in 
boys than in girls, and urban and rural differences too have been 
noted. Dr. Kovacsin her paper spoke of targeting on some priority 
Severe conditions, suchas infantile autism and childhood psycho- 
ses. Fortunately these are less prevalent conditions in childhood, 
whereas mental health problems may occur in association with 
epilepsy, organic brain syndromes and sensory impairments, 
communicable diseases and systematic physical disorders. Per- 
haps some of these should be our priority conditions. An attempt 
will be made in the subsequent section regarding various condi- 
tions and the possible models of provision of services. 


In the ICMR multicentre study of children attending clinics, 
rates reported for psychosis is : 25%, hysteria 23%, 9% each of 
conduct disorders and hyperkinetic syndrome and 6% academic 
problems, with 4% each of enuresis and speech problems. How- 
ever, there is an increasing trend in reporting scholastic back- 
wardness in clinics as well as schools. It can be seen that serious 
disorders such as psychoses and those which appear serious 
because of the dramatic manifestation such as hysterias find their 
way into psychiatric clinics. But majority of children who have 
less serious disorders but have severe emotional or behaviour 
problems at home and school, have no access to help in the 
community. Our own work with school teachers since 1976 lends 
strong support to the notion that school community can be used 
as a referral and management resource. 


In addition, protective factors in a particular culture need to 
be looked into especially in the rural areas. In a country where 
poverty is widely prevalent, taking the pooras the highrisk group 
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may be impracticable. Programmes such as “head start” may not 
be feasible with the paucity of manpower as well as financial 
resources. Thus the target groups have to be identified as high risk 
along more practical lines. 

At present, services for children in general are provided by 
primary healthcare, physicians, private physicians and paediatri- 
cians and at isolated instances in clinics which provide exclusive 
mental health services such as the one in NIMHANS. Child 
Guidance Clinics are very few in number. The cadre of workers 
suchas school psychologists or counsellors is almost non existent. 
Thus the present picture of provision of mental health services for 
children is a dismal one. 

The model for delivery of mental health services to schools 
developed by us** consists of two phases, an orientation course to 
all the teachers and an intensive long term training for those inter- 
ested in counselling. The first phase sensitizes the teachers in 
causation, identification, referral with regard to behaviour and 
emotional problems, poor school performance, psychosomatic 
disorders., speech disorders, epilepsy and psychoses and some 
aspects of normal development. And in the second phase the 
teachers are trained in psychosocial management. 

The programme was fairly successful in creating a training 
package. Yet another training package on child health and psy- 
chosocial development? of the WHO (SEARO) aimed at PHC phy- 
sicians, multipurpose workers, school teachers and staff of insti- 
tutions for deprived children. Thus we seem to have a fair degree 
of expertise in training paraprofessionals. Thus it may be possible 
to reacha large section of child population through direct referral 
as well as through education, health and social welfare sectors. 
And these models can be operated at low cost. Thus, groups of 
adults involved in taking care of children in the health, education 
and child welfare sectors should be our target groups. Each of the 
3 groups differ in their professional backgrounds and the kind of 
child population they meet with. 

Withreference to urbanareas, the health needs of children are 
met by individual general practitioners, paediatricians and hospi- 
tals with paediatric sections. Means of reaching out to this popu- 
lation of health professionals is yet to be worked out. However, 
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the cases whichare id entified as psychiatric cases by them may get 
referred to a child psychiatry clinic. In the school sector, when 
worked out on voluntary basis, large number of teachers can be 
interested in providing services for needs of the children in the 
school set up. The social welfare agencies, have institutions such 
as remand homes, institutions for the handicapped, and ongoing 
programmes for pre-schoolers, slum and deprived children. Mental 
health professionals input to the staff in these organisations may 
80 a long way. Training the three group of workers, provision of 
back up services and giving feedback on children under their care 
are formidable yet challenging tasks. 

A model to be adopted in rural sector has to be thought along 
different lines. Each village or groups of villages as target popu- 
lations, self sufficient networks of health, school and welfare 
sectors may have to be created. Target population to be served, 
has to be identified with relevance to the protective factors in the 
environment and services that can be effectively provided at the 
community level. 

Provision of mental health services to children can be carried 
out as demonstrated in limited ventures. At the national level, we 
have governmental support as well as funding. But we need 
enormous increase in the number of the mental health profession- 
als dealing with children and are interested in training the other 
sectors catering to needs of children. 
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FLOOR DISCUSSION 


Dr. C.R. Chandrashekar 

We have discussed the problems of both children and old 
people in this session. I think there is a hidden message for 
primary prevention. If we can bring children and the old people 
together and old people are given the responsibility of caring for 
children, I think that would be a good approach to enhance the 
mental health of old people. 


Dr. R. Parthasarathy 

Ihave been impressed by the contention that in working with 
schools, a non-clinical approach will be preferable to a clinical 
approach. I feel, strongly that the starting point should be aca- 
demic issues rather than clinical issues. In my opinion, from 
experience/ working in schools, if mental health professionals 
could find ways to collaborate with teachers, with the starting 
point being academic issues, the mental health professionals’ 
work will join the main stream of educational work. It will have 
highrelevance. I would like toknow from Dr. Kovacs what exactly 
she means by ‘the starting point should be academic problems in 
working with schools’. 


Dr. M. Kovacs 

I think that the issue came up in connection with the question 
about how do you go about defining the problem and identifying 
the cases. Now, one of the things we know is, that mental distur- 
bances in childhood are associated with functional impairment. 
What that essentially means is that if a child has been doing 
reasonably well in school and all of a sudden starts doing poorly 
in school, there is a very good chance that the child is suffering 
from some form of an emotional disturbance. The point is that if 
you go into the school system, and you go to the teacher and ask 
him to point out children who have depression, who have an 
anxiety neurosis or who have conduct disorder, I think you would 
have trouble with case identification. On the other hand, if you 
said to the teacher that you are concerned about those children 
who were doing well academically and for some reason are not 
doing well currently, there isa very good chance that with that 
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_ Simple question, you are going to be able to identify a great 
proportion of the cases of children suffering from recent onset 
emotional disturbances. I think from there on it becomes a matter 
of what kind of services you are going to deliver and how you are 
going to do it. Let me give you an example of what Professor 
Kolvin has done in the school system in England. His tearn has 
used multiple ways, including symptom check-list and impaired 
academic performance, toid entify what they called the disturbed 
child in ordinary schools. Then, depending on the age of the child, 
they used a number of different intervention strategies includin g, 
for the very young children, play activity and therapeutic situ- 
ations. They basically found that not only were they able to 
identify disturbed children in the ordinary schools, but were also 
able to incorporate therapeutic programs into the school setting, 
which were shown to be efficacious in both improving academic 
performance and reducing emotional disturbances. 


Dr. Shobha Srinath 

What is the role of school counsellors ? How do they provide 
mental health care ? I feel that in India, we cannot dissociate 
mental retardation from other mental healthneeds. Thisis a group 
of disorders which can be easil y prevented with adequate educa- 
tion. 


Dr. M. Kovacs 

The first question has to do with the role of counsellors in the 
school system. This is a very interesting situation because in 
practically all of the schools in USA we have school counsellors 
and guidance counsellors. Traditionally, they have not been part 
of the mental health service systems. The primary purpose of the 
school counsellor /guidance counsellor in the US.A. has always 
been to provide academic guidance. In general, they do not have 
training in mental health services. That, of course, does not mean 
that they cannot have it. In the USA, the school counsellor may be 
an untapped resource for delivering mental health services to 
children. - 


The other issue, in India is the necessity to include mental re- 
tardation and organic disorders in developing mental health 
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services. This is one area where I think the organization of service 
differs with the USA. What happens in the USA is that many of the 
children with mental retardation are identified in the school 
system and special education opportunities are immediately 
provided for them. Also, many of the children with neurological 
disorders are cared for by paediatricians and neurologists. You 
will rarely find children with seizure disorders presenting as the 
primary problem, in child psychiatric settings. They will be fol- 
lowed in the paediatric medical system and paediatric neurolo- 
gists will take care of their needs. The only time they come into 
contact with a child psychiatrist is if the amount of secondary 
emotional problems of seizure disorder are above and beyond 
what they can handle. Often paediatric neurology clinics have 
their own social worker. The social worker is trained to deal with 
the psychosocial issues of that particular type of childhood disor- 
der. So, you will have social workers who are very familiar with 
the psychosocial difficulties that are experienced by the families of 
children who have seizure disorders. 


0 ON 


David Mechanic 

I would like to thank Dr. Reddy, Dr. Murthy, and all our 
Indian colleagues for their warm hospitality and for the care and 
wisdom with which they organized this stimulating conference. 
The organization of the Conference was particularly well fitted to 
the challenges facing both underdeveloped and developed na- 
tions, and we from the States have learned a great deal from what 
we have heard and seen here. 


The policy challenge in health throughout the world is to use 
our resources intelligently to provide access to appropriate care in 
an equitable way in relation to need, and to do this within the 
realistic political and economic conditions that characterize our 
respective nations. In all parts of the world, primary health care 
plays an essential role in the provision of mental health care, and 
will continue to do so. As the first point of contact within the 
formal care system, it also serves as an ideal context for bringing 
mental health services to populations who have not viewed 
specialized services as relevant or appropriate to their needs. 

In considering the role of primary health care, we should 
think in terms of functions and structures and not in terms of 
particular types of health personnel. The personnel chosen in 
varying countries will vary with culture and economic resources, 
but the functions are generic to all systems. They include, for 
example, first contact assessment, preventive services, continuing 
care, appropriate referral, health instruction and the like. Each 
system may perform these functions differently, using various or- 
ganizational devices and types of personnel, but in each case 
provision must be made for training, monitoring and supervision. 
Practitioners of one type or another are replaceable, but the func- 
tions are not. However we organize services, we need workable 
structures that insure good performance. 


India and other developing countries face enormous health 
problems with meagre resources to respond. If they are to have 
mental health services for more than an elite subgroup, they must 
depend on use of general practitioners, paraprofessionals, and 
health volunteers. Close integration of general health and mental 
health services is important in any care system, but mandatory 
and inevitable in the developing world. Thisis not to suggest that 
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the task is simple or easy. The prevalence of illness is immense and 
doctors of first contact carry a large burden of care. When burden 
is large, and demands are competing, tough priorities must be 
established. Mental health is often a low priority unless a mana- 
gerial structure exists on a continuing basis to develop and teach 
strategies on how to respond to psychiatric morbidity without 
disrupting other essential activities. This requires much attention 
to the “software” needed to train people to give appropriate care 
under the realistic prevailing conditions. Existing evidence sug- 
gests that health professionals who obtain experience working in 
a particular way earlier in their professional development later 
feel more comfortable and cope more successfully with such 
conditions. The training to be most effective should occur under 
constraints similar to those found inactual practice situations, and 
as much training as possible should be in the field. 


Systems of care, even in the richest countries, cannot do 
everything. The more the economic constraints, the tougher the 
necessary priorities. It is not difficult to understand why food, 
shelter and protection against other threats to life have a high 
priority in the villages as compared with mental health. This 
should makeit especially clear that mental health services must be 
linked to more general approaches to sustaining life and health. 
The concept of prevention is used loosely in the mental health 
field, but preventive activities focussed on nutrition, appropriate 
maternal, prenatal and child health services, and a vigorous 
public health perspective emphasizing safe water, appropriate 
sanitation, and specific community education and mobilization 
could be cost-effective. 


Too often in developing countries unwise efforts are made to 
replicate the specialized services characteristic of the affluent 
developed nations either to gain prestige or to serve a small elite. 
The strategy India is pursuing impresses meas themore appropni- 
ate and reasonable approach. Specialized services will inevitably 
evolve with economic development, but it is essential to be clear 
on priorities. We in the West have not been wise in these matters. 
That some 37 million in the United States lack any kind of health 
insurance when our nations spends $ 500 billion a year for our 
population of 240 million is not a point of pride. 
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We have devoted much time to discussion of the use of para- 
professionals, but I think few around the world would choose less 
trained practitioners if resources were not constrained. But, de- 
Spite this, the evidence is quite impressive that well trained 
paraprofessionals canin most circumstances provide care as good 
as that doctors give. The fact is that all societies have large 
numbers of people with intelligence and capacity who with 
training, organization and appropriate supervision can ably per- 
form the needed functions and tasks. Let us not waste our time on 
fruitless discussions about which type of health worker is better. 
Each nation must decide within its own resources and priorities, 
but each should use its energies to insure that whoever assumes 
these functions are trained well in their tasks, supervised appro- 
priately, and given all possible organizational assistance. 


Throughout this conference we had heard complaints about 
the public’s acceptance of “faith healers” and other indigenous 
practitioners, and this is common in all societies, even the most 
developed. Healing, however, is in substantial part a persuasion 
process, and people’s faith in indigenous healers can bea valuable 
asset if mobilized intelligently, particularly in contexts where 
there isa scarcity of health personnel. Just as we use the teacher, 
the village leader and other community resources to mobilize 
health concern, skilful collaboration with indigenous healers 
could provide a useful resource. This may require negotiationand 
some training, but the system of care will be stronger when the 
formal and indigenous systems work in parallel. In India, where 
there is broad tolerance for varying philosophies, and where 
unmet needs are large, such collaboration is worthy of systematic 
effort. The indigenous healer could be seen less as an obstacle and 
more as a resource. 


In all societies, health will be facilitated by mobilizing the 
strengths of natural support groups. As we have heard throu gh- 
out this conference, India has tried to build on the inherent 
strengths of family and large kinship systems. It is important, 
however, to be aware of the burdens many families carry, and 
make efforts to facilitate coping and limit suffering. Burden of 
serious mental illness has varying dimensions such as the hard- 
Ships imposed on caretakers, the stigma associated with the - 
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disorder and its effects on the family’s reputation and life chances, 
and the impact on the development and health of young children 
in the family. As Dr. Wolin noted, disengagement is often a 
protective strategy for children, and this may help explain why 
children sometimes do better with a schizophrenic parent than 
one witha neurotic depression, or other less severe symptoms, but 
whoengage the child in the symptom pattern. Different strategies 
may be necessary for varying disorders, and we have much to 
learn if we are to help insulate children from the consequences of 
parental illness. 


There is much excitement, and properly so, about the poten- 
tialities of family interventions based on the concept of expressed 
emotion. The intervention studies are complex and multi-faceted, 
and not solely focussed on expressed emotion, but the concept has 
guided some of these efforts with good results. The challenge with 
the schizophrenic patient is to achieve a balance between suffi- 
cient stimulation to sustain function and prevent secondary dis- 
abilities on the one hand but enough insulation from stress and 
over stimulation toavoid triggering florid symptoms on the other. 
Expressed emotion is just one aspect of the environment that 
affects the adaptation of the schizophrenic patient. As a research 
concept, expressed emotion must be focussed and specific. But as 
we actually move into family settings and even more complex 
extended kinship systems, the concept requires considerable trans- 
lation. 


All of us would prefer to prevent the occurrence of poor 
health and illness than to treat it after it occurs. But we should be 
cautious about the rhetoric of prevention or the assumption that 
prevention is always more cost effective than remedial efforts. 
Prevention not only requires having efficacious interventions but 
also being able to target individuals at high risk. In neither aspect 
is our knowledge advanced, particularly in relation to serious 
mental illness. General preventive efforts are commonly not cost 
effective when targeting is imprecise because while only few 
persons would actually develop the disorders at issue, very large 
numbers of people must be exposed to the intervention. In the case 
of individuals exposed to high psychosocial stress, for example, 
we cannot predict who is likely to develop continuing as com- 
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pared with transitory symptoms. Thus the aggregate price of 
intervention may be high, even if the cost per capita is relatively 
low. Inthedeveloping world, especially, prevention effortsshould 
be highly specific and directed to areas where efficacy is clear. 


My colleagues and I have been very impressed with what we 
have seen here, and whatis being accomplished with very limited 
resources. Your wisdom, your dedication and your enthusiasm 
shines through in your efforts. The care models you are imple- 
menting are appropriate for your circumstances at this time, and 
will evolve as conditions change. The present challenge is to 
diffuse these models through your vast nation, adapting them to 
the range of local conditions. In these and other ventures we wish 

you well. 


R. Srinivasa Murthy 

Iam privileged to share with you in this session some of the 
key ideas and thoughts of the Symposium. I feel very inadequate 
especially after hearing Prof. Mechanic beautifully summarising 
and bringing to our attention some of the key issues. I hope you 
will not compare, not only because of the age difference but also 
because of the other gradient that exists. 

We begin with the question, whether there is really any 
common goal that we can work towards between the two coun- 
tries when the two groups of mental health professionals, from 
USA and India, have really little to share and learn from each 
other. Though we haveacommon democratic set up toshare very 
proudly, the differences are very much. The size of the economics 
which Prof. Prabhu referred to, the size of the per capita expendi- 
ture on health, $2 in India versus $ 3000 in the USA, the mental 
health infrastructure, 400,000 mental health professionals versus 
3,000 mental health professionals and differencesin the standards 
and expectations from the people, is to understand the difficulties 
of translation and interaction. | 


These differences are very very striking. In my naivety and 
innocence I asked Dr. David Mechanic, day before yesterday, 
during field visit “Dr. Mechanic, when was America like this ?” 
He said very nicely, and very very understandingly “Not in my 
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generation.” He said it with humility. It is just where we were 
nearly a century back. We also feel the same way when we visita 
tribal area or we go toa neighbouring country with less develop- 
ment, the vast gap in the development which separates one nation 
from the other. 


However, on the positive side against these contrasts, there 
are common needs across the two countries. Let me mention a 
few. The homeless mentally illand the involvement of the families 
are relevant to India and USA for different reasons. Homeless 
mentally ill are relevant because you are closing up institutions in 
USA and because we do not have institutions. So, for different 
reasons we have to work with community care, families and other 
resources which we have discussed in this Symposium. In addi- 
tion, as a result of the Symposium, we have covered a big canvas 
and interacted freely and with a common concern. The Sympo- 
sium brought to focus various issues of policy, special programmes, 
innovations like therapeutic community, alternatives and re- 
search issues. Briefly Dr. Mechanic and Dr. Sullivan focused on 
the complex forces of policy development. During the session on 
alternatives Dr. Gopinath and Dr. Hargreaves shared the joy of 
working with alternatives as well as the frustrations. The need for 
evaluation was brought out by a number of authors very suc- 
cinctly, which I think is a very important gain of the Symposium. 
Similarly, the needs of the special groups like children, drug 
abusers and also the services that are needed due to demographic 
changes was highlighted by Dr. Kovacs, Dr. Blaine, Dr. Venkoba 
Rao, Dr. Cohen and others. 


Now, a special feature of the symposium to me has been the 
discussants’ contributions. I think the discussants have brought a 
fine sensitivity to the Symposium. Dr. Bailey very incesively and 
very simply brought a wealth of information of 30 years of 
personal experience in TB programme development to encourage 
us, caution us and tell us where we can go with the approach that 
we are utilising and not to look at it as a solution for everything. 
On the other hand Dr. S.K. Verma cautioned us not to expect too 
much from the paraprofessionals. However, there were others 
like Dr. Aiken, who looked with optimism, the way nurses were 
involved in the USA. The need for considering the Indian realities 
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predominated the sessions because of the large numbers of the 
participants who are Indians. This was brought out by Drs. 
Parthasarathy, Bhaskaran, Channabasavanna, V.K. Verma, S.D. 
Sharma, and they reminded us again and again that the needs of 
the people should predominate rather than policies and pro- 
grammes. The important need to evaluate and systematically 
study was brought out by Dr. Burns and Dr. Lefley. I personally 
valued this type of aninputin anarea where often action replaces 
evaluation. Dr. Wolinand Dr. Hargreaves alsoemphasised on this 
aspect in an another area. Yet another aspect of this Symposium 
was the focus on therapeutic groups by Dr. de Leon and on 
volunteers by Dr. Kapur. Now, during the discussion period, 
there was sharing of experiences, some personal experiences, 
small projects and long years of experiences in a wide variety of © 
settings and from the multidisciplinary angle. To me, these dis- 
cussions were the most important part of the Symposium. A 
positive development out of this discussion session was not only 
sharing of information but what one participant very succinctly 
put it to me, is the outcome of this Symposium ‘the symposium 
has set me thinking, it is an internal process which will go on 
beyond this week’. So, the 14 papers and the 16 discussants 
responses set the ball rolling for this long process which is what 
one chooses when one gets into community mental health as an 
area of work. 


Having said many general things, I would like to use the next 
few minutes to touch upon very briefly on4 issues whichI thou ght 
I could share with you. These are, policy making and profession- 
als role, para-professionals and mental health care, family asa re- 
source and research. | 


There is no need for me to emphasise how important policy 
making is. Let me illustrate it with a non-health angle. In 1950 
India was literally going around with a begging bowl for food. 
India’s production of food grains was 50 million tonnes. Today 40 
years later we have been able to handle a very bad drought. We 
have surpluses and the production is 150 million tonnes of food. 
This did not occur out of the blue. It occurred as a result of the 
policy to give agricultural credit, dissemination of information, 
intense research and transfer of technology. I am referring to it 
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because if it can occur in an area like agriculture, probably with 
greater effort it can also occur in the area of health. However, asa 
professional, till I finished my postgraduation in 1975, | did not 
look at policies except for preparing for the examinations, the 
policies that govern my actions, not the clinical interaction at one 
to one level but the larger interactions at the community level. I 
think most professionals are reluctant to recognize that policies 
decide the way they work. This is both a protection from feeling 
inadequate and need for control, as well asa desire to keep toone’s 
own territory. However, I would like to emphasize that policies 
are more important than the professional skills. One of the very 
distinguished scientists in India Dr. Swaminathan who heads the 
Rice Research Institute in Manila, said once froma public platform 
in front of our late Prime Minister Mrs. Gandhi that ‘it is not 
professional skill, it is the political will which matters’. This was 
provocative and Mrs. Gandhi commented that “I don’t think this 
is really true”. It is this policy making which decides the way we 
function which I think we have to carry back and we have to work 
towards. There are three components of policy making. They are, 
the people, the planners and the professionals. If anyone of them 
do not play their role, the policy will be inappropriate and as one 
of the speakers said rightly, policy does not occur in a vacuum. I 
would like to add more than that policy cannot work ina vacuum. 
Professionals are an essential part of policy making and policy 
working. 


Dr. Parthasarathy shared with us how, historically parapro- 
fessionals and nonprofessionals have been important in mental 
health care. I personally think at this point of time in the develop- 
ment of mental health, the role of professionals and nonprofes- 
sionals and paraprofessionals is very diffuse. We heard from one 
of our American speakers how there was a recent major confer- 
ence on self-help approach. Even in India the National Health 
Policy (1983) emphasises that health care to be not provided to the 
people but making it possible for people to remain healthy. When 
we are talking about these things, there cannot be a rigid distinc- 
tion of what is professional and what isnot professional except for 
certain legislatic needs. The fears occur, as I see it, from the two . 
clearly opposite angles. First oneisa real fear that things might go 
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wrong and as professionals I think we should be worried aboutit. 
But I would like to offer the other possibility that it isan emotional 
fear of losing one’s own territory. And in mental health, we are 
talking about things whicha person can do whether he is schizo- 
phrenic or normal. If a person who is schizophrenic can learn 
social skillsand can become better, cannot the same social] skills of 
learning be used by someone who is socially disadvantaged 
without being mentally ill ? Would we deny the access of this skill 
to him just because he does not happen to be in the general health 
area ? A very good example is oral rehydration therapy. A simple 
technique which has been able to bring downinfant mortality and 
taken the technology to the people without the professionals 
directly coming into the picture. So, to me, it appears that the area 
of promotion, prevention and care are not competing but they are 
complementary. What is very essential to us is to not expect any 
one particular agency to be the answer for everything. Whether it 
is a halfway home, whether it is psychotherapy, whether it is 
therapeutic community, whether it is deaddiction centres, what- 
ever it is will meet a specific need. To put it in other words, what 
is central is to find the appropriate need and action and identify | 
the right resource for it. It has happened in general health and it 
can happen in mental health. 


I find the topic of family as a resource the most difficult to 
contain. The point Mr. Keith Gomez pointed out was that in 
saying that the families are resource persons, are we stigmatizing 
them further. The reason | say this is that when Dorothea Lynde 
Dix talked about the hospitals, she said that family is no place for 
the mentally ill to be, they should be removed toa different place 
so that they will have different associations. Now we are putting 
all the burden totally back on to the family. I have no doubt in my 
mind that family is an important resource and should be so. But, 
as Prof. Mechanic put it more succinctly. ‘we should be careful not 
to find one component of the family and say this is the crux of the 
issue’. Time does not permit me to point out how expressed 
emotion was a concept which came out of 10-15 years of work by 
Rutter and his colleagues looking at the childrenand their families 
not with schizophrenics. This was used later on for schizophrenic 
research. Somehow we have got into the expressed emotion as an 
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end all. They areimportant pointers and not the total solution. Ido 
hope, in a lighter vein, we don’t end up with giving the solution 
of dinner time activity and an annual vacation as the solutions for 
preventing relapses. Iam sure we are not at that level. But I think 
we should get away and not spend enormous amounts of time 
standardizing instruments which might be culturally not rele- » 
vant. The fact that in Chandigarh and Arrhus the expressed 
emotion ratings are so different, that you might be talking about 
two different worlds, makes it important for us to be cautious not 
to transfer things, ideas without looking at the local relevance. For 
example in the area of dementia, can we say where there is no real 
cure, family should not be an important resource. At the same 
time can we say that family only should be the resource. There are 
times when one of the spouses dies or when the children are not 
in a position to look after the ill person, when institutions have to 
be utilised. Similarly other alternatives have to be there. I think in 
every mental disorder the issue is not either the family or the 
community or the professional but the question of the right mix 
and seeing itina dynamic way rather than seeing itina static way. 
Saying that we have used the health professionals or we have used 
the family so we will stick with it for the rest of our lives would be 
wrong. The experiences of health and other professionals illus- 
trates the multiple needs and limitations of any one approach. 


Research is a simple term but it has tremendous meaning. To 
me, it just means that you keep looking at what you are doing, 
what is the result and in what way further progress can be made. 
In other words, to me, itis examining whatis happening out there 
as a result of what you are doing as part of your work. In view of 
the large impact of the actions that we are taking, whether it is in 
the care of children or in the care of the mentally retarded or in the 
care of the drug dependent persons, we should avoid the mistake 
of making or arriving at premature conclusions and considera- 
tions based on our professional preoccupation or limited percep- 
tions. To me research offers the only solution to this premature 
decision making. Often I have heard from colleagues. “Oh! weare 
too busy. We are overloaded with work. We don’t want to waste 
time on research”. My plea to them is, as brought out in this Sym- 
posium beautifully both positively as well as negatively, (that is 
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the failures as well as the successes) research is not a luxury but 
Should be an essential part of all community mental health pro- 
grammes. 


To conclude, the Symposium has brought to our awareness 
the large number of possibilities and issues and set us thinking. To 
my mind, this is the biggest gain. I would like to end by asking 
three questions - what did I expect ? What did I find ? Where do 
we go from here ? Ata personal level (and also the colleagues in 
the institute and in the country) expected sharing, a meeting of 
minds, clash of ideas and a richness of experience which will 
stimulate us. I fully justify that this has occurred more than What 
I expected it to be. One regret, is if only we had a little more time. 
One of the colleagues said “I wish we had a symposium on each ° 
one of these topics”. If you are stimulated, that is the most 
important gain. Where do we go from here ? I think we go back 
richer, wiser, cautious, enthusiastic depending on the state in 
which we are in and more important than that, I think we will ZO 
back thinking and knowing that we must communicate with each 
other. We must look at our work much more sincerely and decide 
to meet more frequently so that we can learn from each other. This 
friends, is my way of looking at the symposium. Lastly, my sincere 
thanks toall of you for making it such animportant week inall our 
professional life. To me it has been an important week and I hope 
it has been to you also. 


Saleem A. Shah | 

We have been treated during this symposium to some very 
informative and interesting presentations as well as some useful 
formal and informal discussions. For this] would like to thank the 
various presenters and discussants. 


The major purpose of these overview and summing up 
comments is to touch upon some of the overarching issues and 
themes, and to pull together and highlight some commonalities 
that cut across the several presentations. To this end, I will briefly 
address a few of the major points that struck me as especially 


pertinent and important. 


1. I would first like to emphasize the need for and importance 
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of undertaking more systematic evaluative research in order to 
determine the demonstrated effectiveness of various service deliv- 
ery innovations, models and programs. Of course, this also ap- 
plies to prevention programs. Selected testimonials and the gen- 
eral impressions of those running the programs are clearly insuf- 
ficient in this regard. Systematic evaluations are essential not only 
to be sure that the programsare in fact working as was hoped and 
intended, but also to ascertain which components may be inade- 
quate or weak and thus in need of further improvement. Such on- 
going evaluation studies are especially important when the inno- 
vations or models are being designed and developed for late wide 
utilization. In fact, on-going or periodic program accountability 
and evaluation should bea regular feature of various educational, 
training, service delivery and also researchendeavours. Although 
in principle there is likely to be general agreement on the above 
point, the practice may be rather different— whether in India or the 
United States. Moreover, it could be argued that the more scarce 
the available resources the greater the need for program evalu- 
ation, in order to ensure that the allocated resources are utilized in 
an efficient and cost effective manner. 


2. Next, I would like to reiterate and emphasize a very impor- 
tant point that was made by Dr. Mechanic. He reminded uss that 
with regard to primary health and mental health care we should 
think in terms of certain basic functions and needed structures, 
rather than in terms of particular types of health personnel. In 
light of some of the comments that have been made during the 
course of the symposium (for example, about possible “dilution of 
psychiatry”, the limitations associated with use of various 
para—professionals, and some problems in utilizing indigenous 
healers), the above point and its several implications needs to be 
underlined. 


Some rather cogent issues were certainly addressed by such 
concerns-for example, the need for proper training and supervi- 
sion of paraprofessionals, the specific ways in which indigenous 
healers can be helpful and ways in which they might pose prob- 
lems. I rather suspect, however, that given the occupational 
stratification that typically exists in the health and mental health 
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fields, some professionals may tend to have major concerns about 
maintaining their dominant role and status. 


The more important and overarching issue, however, is 
whether in the context of very limited numbers of health and 
mental health professionals and the immense service needs that 
have to be met, the most effective use is being made of the entire 
range of service delivery personnel. Indeed, one could also in- 
quire whether, even among the so-called “core” mental health 
professionals (viz., psychiatrists, clinical psychologists, clinical 
social workers and psychiatric nurses), concerns about discipli- 
nary parochiality and professional dominance might be standing 
in the way of the most effective use of the available pool of 
personnel. 


What has been referred to as a functional approach to 
cost-efficient service delivery relates nicely to what Thomas Szasz__ 
‘about 25 years ago’ referred to as an instrumental (as opposed to 
institutional) approach to defining functions and associated roles. 
_ Aninstrumental approach looksat the specific tasks that have to be 
performed and examines the requisite knowledge and expertise 
that is functionally related to the tasks and thus needed for their 
adequate performance. For example, if one is going to do surgery 
there obviously must be relevant training in such subjects as 
anatomy, physiology, basic medicine, etc. as well as supervised 
clinical experience (namely, an appropriate residency) in surgery. 
Similarly, a person who will design and build a bridge or building 
obviously needs training of the kind civil engineers typically 
receive. In other words, the training and experiential prerequi- 
sites are largely, if not entirely, determined by reference to the 
particular tasks and functions that are to be performed. 

In contrast, an institutional approach pertains more to paro- 
chial guild interests and the desire of particular occupational or 

professional groups to maintain dominant status and to preserve 
‘their power and status. For example, to assert that onl y a psychia- 
trist or doctoral level clinical psychologist can conduct a clinical 
interview or docertain types of counselling or psychotherapy —re- 
gardless of the very relevant professional training, experience, 
and demonstrated competence of other sub-doctoral level mental 
health professionals — would illustrate the institutional approach. 
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Thus, given obvious considerations of the scarcity of profes- 
sional personnel, their limited availability in certain locations, the 
varying levels of services that are needed in various settings and 
situations, as well as the differential costs of various types and 
levels of services, the key issue does not pertain to “dilution of 
psychiatry”— or of clinical psychology or social work, but to 
determining the quality and effectiveness of various “mental 
health” services-whether delivered by psychiatrists, other core 
mental health professionals, or other appropriately trained para- 
professional personnel. It should not be assumed that services 
delivered by “professionals” are automatically of high quality. 
and also effective, nor that those delivered by “paraprofessionals” 
are necessarily of poor quality or ineffective. Clearly, this is an 
empirical question that is quite amenable to testing via relevant 
evaluative research. 


3. The subject of prevention has been mentioned repeatedly 
and is an important cross-cutting or overarching topic in the 
health and mental health field. Ithas been observed, however, that 
while the notion of prevention is “breathtakingly plausible”, the 
effective implementation of such programs is fraught with a 
number of conceptual, empirical, and technical complexities. 
Stated differently, although the ideological and rhetorical appeal 
of “prevention” would probably follow close on the heels of 
motherhood and patriotism, this fervour needs to be checked and 
tested against the empirical realities and prerequisites for under- 
taking well conceived and cost-effective prevention endeavours. 


Let me just mention, without further discussion, a few key 
points here. Initially, we should note that there are some marked 
differences between the requirements for preventive interven- 
tions (which need to be distinguished from health promotion via 
public education) that are to be directed at large groups or the 
general population in an effective and feasible manner (e.¢g., 
primary and secondary prevention of tooth decay by fluoridation 
of drinking water), and such interventions that are to be targeted 
at individuals who have been identified as being at high-risk for 
certain undesirable outcomes. At this point in the mental health 
field we are typically discussing secondary prevention (i.e., inter- 
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ventions applied following early manifestations of morbidity or 
other symptoms) that is targeted at persons identified as being at 
high-risk. | 


Thus, in order to undertake prevention programs that are 
both well-conceived and also likely to succeed, the following 
issues need very carefully to be addressed : 


A) Arethe various indices for precis ely defining the “high-risk” 
category of persons clearly established ? 


For example, the specific patterns of childhood disruptive 
and oppositional behaviours as well as associated parenting and 
supervision styles that are known to be indicative of later conduct 
disorder or serious delinquency, as distinguished from rambunc- 
tious behaviours that most children generally outgrow. 


B) Is there an empirically—tested conceptual or theoretical 
model that explains and identifies the variables that are 
associated with the emergence of and/or aggravation of the 
morbidity, as well as variables that appear to inhibit or 
protect against the development of such outcomes ? 


Such knowledge is essential to inform and guide the preven- 
tive interventions that are to be developed and utilized. 


C) Is there available the necessary screening technology for 
the reliable and accurate early identification of persons pre- 
' dicted to be a high-risk ? 


For example, if the base rates for the condition are very low, 
the predictive task becomes much more difficult and there will be 
rather high rates of “false positive” errors -—viz., persons predicted 
to be at high-risk but who do not in fact manifest such problems. 
Obviously, therefore, the screening technology should be of a 
quality that can help to reduce such “errors” so that the available 
intervention resources are not wasted. 


-D) Assuming that the above questions can satisfactorily be ad- 
dressed, has the effectiveness (as well as the cost-effective- 
ness) of the planned interventions Satisfactorily been dem- 
onstrated ? 


Obviously, the prevention programs will be of little or no 
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value and scarce resources will be wasted if one did not first test 
the effectiveness of the planned interventions. 


My point here is not to discourage prevention programs. 
Rather to emphasize that little of value will be accomplished by 
launching poorly conceptualized and inadequately developed 
prevention endeavours. In fact, it would be poor policy to waste 
scarce resources in this fashion. Thus, if significant amounts of 
scarce resources (funds and personnel) are to be expended, such 
programs should be expected to take into account the above noted 
points. Faith, hope, and an abundance of good intentions are not 
enough. 


G.K. Chesterton, the well-known English essayist, once 
remarked that “Anything worth doing is worth doing badly !” 
While one can appreciate the general sentiments that Chesterton 
may have had in mind, I could not agree with him in the context 
of launching expensive'prevention programs. 


G.G. Prabhu 


The distinguished speakers before me have given a vivid 
account of the proceedings of the last 3 days. I attempt to place 
before you my perceptions, predominantly from an Indian stand 
point. 


We all seem to agree that in the field of mental health there is 
a need for the development of a National Mental Health Policy in 
line with the socio-cultural realities, the education level of the 
people, the financial constraints and the available infrastructure. 
We do hope that when the services are planned and provided, it 
will be on the basis of rigorously conducted epidemiological 
Studies and after carefully taking into consideration the percep- 
tion of the problem by the people, and their felt needs. The 
magnitude of the problem in India is enormous and the most 
utilitarian solution before us seems to be to integrate mental 
health care with primary health care wherein we have to judi- 
ciously utilise the paraprofessionals in the delivery of these serv- 
ices. On the above aspects there seems to be a great deal of 
agreement but at that point we come to face certain doubts, 
obstacles and difficulties. | 
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If we are thinking in terms of integrating mental health care 
with primary health care, one has to pay greater amount of 
attention to undergraduate medical education in this country. I 
wonder whether in the existing policy in this country that an 
undergraduate will not have more than, let me emphasize, not 
more than 10 to 15 hours of mental health training during the 
entire period of his medical training can be accepted in principle. 
I feel that what one so creates is not very different from a quack as 
far as the management of mental health problems is concerned. 


Secondly, one must ask whether it is only the undergraduate 
medical programme or is it also the postgraduate programme in 
mental health that needs scrutiny ? This Symposium brought out 
that in the field of mental health the problems faced in the USA 
and the other developed nations are not the same when compared 
to our problems. If we are training people to shoulder different 
types of situations and responsibilities, how can their education 
and training be so very similar ? We find that there are no 
differences either in the objectives for in the content of inputs 
made for training. If there are differences, they are in the actual 
carrying out of the training programme because of faculty and 
financial constraints. If the ultimate roles thatare going tobe taken 
up by the professional groups are different toa large extent, the 
training objectives as well as the inputs must reflect this differ- 
ence. During the present Symposium, we seem to have bestowed 
greater amount of time and attention to the training of the para- 
professionals, rather than on the question of professional educa- 
tion. We seem to take it for granted that certain things have been 
in existence and they may continue in the future. I wonder 
whether there is an inbuilt fearamongall concerning this area. The 
premier medical institution of thiscountry, the AIIMS, wascha rged 
with the responsibility of developing models of professional 
training programmes suitable for this country. The Institute was 
kept out of the perview of the Indian Medical Council and was 
permitted to do whatever was felt necessary so that meaningful 
models may come up in professional manpower development. 
Aftera lapse of 3 decadesall this remainsa hope. WeatNIMHANS 
haveresponsibilities for developing appropriate models for mental 
health education. 
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I would like to pay some attention to the ethical issues that are 
likely to come up when we plan to use paraprofessionals ina large 
scale for service delivery. At present we are using the paraprofes- 
sionals in pilot studies and programmes and do find that their 
commitment is high and contribution is satisfactory. But, from the 
experimental stage when we go to the extension stage things start 
spreading thin. On one side, the utilization of paraprofessionals 
cannot be avoided, but on the other hand the patients and their 
guardians, the press, the general public are all demanding ac- 
countability. The recent outcry in the media holds 2 great institu- 
tions - one, the Indian Council of Medical Research and the other 
the AIIMS, - accountable with reference to the ethical issues 
involved in research programme carried out by them in the area 
of fertility regulation. We are answerable and accountable to the 
public in a democratic set up. Time did not permitus to go into the 
ethical questions involved but, before we go ahead with large 
scale utilisation of paraprofessionals in the area of mental health 
care we have to do a great deal of soul searching. Limited re- 
sources make it necessary that we do make use of the paraprofes- 
sional force but that has to be with sufficient amount of care and 
caution. 


The above issue needs consideration from another angle. 
When self-help groups get formed or volunteers start functioning, 
they do so after deciding for themselves that they have time to 
spare and they are willing to utilise it for improving mental health 
services. Itis a different story, when you make use of the services 
of people appointed for discharging the duties that we have 
entrusted to them in the field of mental health but we also have to 
see that they have not failed in performing the original duties for 
which they have been appointed in the society. It would be 
unethical and a tragedy if a teacher turns out to be a good 
paraprofessional worker in carrying out the school mental health 
programme and totally fails as a teacher. Another situation crops 
up when you look at the Anganwadi workers. The Anganwadi 
workers, in the welfare sector, were appointed for a particular 
purpose. Our enthusiasm to involve them in the area of mental 
health makes us go on charging them with ever increasing respon- 
sibilities in this sphere. Ultimately, whether they fail to discharge 
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the functions for which they were originally appointed is a ques- 
tion that should receive attention. 


The next question is with regard to rural vs urban bias. Ina 
democracy, a legislator always nurtures his constituency. In the 
first session of the seminar a point came up that in a democratic 
socialist republic we have to see that the minimum required 
services are bestowed on the maximum number of people. Con- 
cerning general health care, I would agree that rural areas should 
receive predominant importance. Though we have 80% of our 
population in the rural areas and 20% in the urban, this segment 
of our urban population accounts for nearly 150 million individu- 
als and they are living under conditions where primary group 
relationships are no longer very strong and where they are sub- 
jected to ever increasing socio-technical changes. In our enthusi- 
asm to fall in step with the political will, i.e., sailing with current, 
we cannot afford to neglect the urban population. 


The last point that I would like to touch upon is one concern- 
ing the services for the aged. These services are virtually non- 
existent in this country. We never had such a situation with 
reference to the general mental health services or child mental 
health services in this country. Services in these areas evolved 
over a period of time by trial and error. We may think in terms of 
using this “opportunity of nothingness” in the area of geriatric 
mental health to evolvea policy based on epidemiological studies, 
look into the needs and perception of the problemand develop the 
services which may go on expanding over the years. One can 
probably see whether systematic policy planning and building up 
_ Of services is going to be a possibility in the future for the 
developing countries. | 


Concluding Remarks by Frank J. Sullivan 

As I have listened to the summary session today, I have 
reflected on some of the differences in how the U.S. and India 
approach various facets of mental health research, training, serv- 
icesand prevention. Atsome levels these differences are great. But 
on other levels, it seems we are facing similar issues. The area of 
manpower and training provides one example. Despite differ- 
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ences in the size of the mental health work force, mental health 
officials in both countries are concerned with effective exchange 
among the members of the disciplines that comprise the mental 
health team; with the distribution of mental health professionals; 
and with the balance of theoretical and practical components in 
the preparation of those who will provide a variety of services for 
the mentally ill. Other common themes have been the roles of 
national research and training centres in the overall mental health 
program ; the critical importance of social and cultural sensitivity 
in dealing with mentally ill persons and their families ; and the 
need to address how the mental health system interfaces with the 
health care system. 


As we conclude this symposium, on behalf of the U.S. delega- 
tion, I would like to express our sincere thanks to Dr. Reddy and 
Dr. Channabasavana for the warm hospitality they have extended 
to us, and for their scientific leadership throughout the confer- 
ence. All members of the NIMHANS staff have displayed excep- 
tional graciousness and warmth, that have been most impressive 
and deeply appreciated. Your commitment to intellectual candor 
and productive dialogue contributed greatly to the success of the 
symposium. The dedication of all participants in this Indo-U.S. 
Symposium to our common goals - expanding what we know 
about mental illness, providing bettercare for the mentally ill, and 
promoting mental health - served as the foundation for a most 
stimulating and important exchange of views. 
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